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Tuese two cases of an abdominal operation on tumours developed in 
the female genital tract, in both instances complicated by pregnancy 
yet without interruption of that process, may interest the readers 
of the Journat. I will therefore briefly relate them, adding some 
observations on the experience of others on one particular type of 
ovarian tumour, namely, fibroma, and on the perils involved by 
deferring the removal of the tumour until after delivery. 


Case1. Myomectomy during Pregnancy. 


L. W., aged 28, was sent to me on December 16th, 1904, by 
Dr. P. H. Ross, of Westcliff-on-Sea, who wrote to say that the 
patient was suffering from a fibroid of the uterus, and appeared to 
be about two months pregnant. The tumour lay well down in the 
pelvis, and would, in his opinion, render natural labour impossible 
at term. 

I found that the lower part of the abdomen was distended by a 
prominent bilobed swelling which nearly reached the umbilicus. The 
right lobe was very soft, feeling like a pregnant uterus; the left was 
much harder. The lobes were separated above by adistinct depression, 
but lower down there was no groove between them. The cervix was 
pushed to the right by a firm convex mass which occupied the whole 
of the left half of the pelvis considerably below the level of the brim. 
The cervix was continuous with the right or softer lobe of the 
abdominal tumour, and the convex mass was continuous with the left 
or harder lobe. 
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The patient had been married for four and a half years, and the 
catamenia had continued regular ever since her marriage until 
October 14th, 1904, ceasing entirely after that date. She had never 
suffered from any serious malady, and was in good health when I 
examined her. Morning sickness had commenced in November, but 
was not severe. The areole were developing very conspicuously. 

I considered that the patient’s condition would not be improved 
by waiting, and so I operated on December 29th, 1904. The pelvis 
was elevated. When the abdominal incision was made the gravid 
uterus was exposed; then I delivered an irregular solid tumour, 
with large veins on its capsule, which lay on the left of the uterus, 
but also extended considerably backwards. It was held down by 
dense adhesions to the back of the left broad ligament, which were 
clamped and separated. Then I found that it was continuous with 
the back and fundus of the uterus. The area of junction was about 
three inches by one inch in diameter; in fact, it was a sessile, sub- 
serous fibro-myoma. I made a circular incision into the capsule 
about one inch from the uterus, and then enucleated the base of the 
tumour. There was less hemorrhage than I expected, and bleeding 
points were easily secured by the pressure forceps. The cut edge of 
the capsule consisted of a very thick serous coat and of a thinner 
layer of muscle. I united the divided muscular layer with a 
continuous fine catgut suture; then a big artery was tied with a stout 
catgut ligature. The serous coat was closed with catgut Lembert 
suture. Lastly, the abdominal incision was united by means of 
interrupted silkworm gut suture, including the peritoneum. 

As the pregnancy continued deep pigmentation developed in the 
scar. On July 23rd, 1905, Dr. Ross wrote to inform me that the 
patient had been delivered of a healthy female child on July 15th, 
after a rather lingering labour of nearly thirty-six hours. The delay 
was due, in the first place, to a large excess of liquor amnii, so great 
that there was much difficulty in making out the presentation, 
apparently breech. The uterus was very irritable, contracting 
directly it was touched, so that turning was impracticable. Dr. Ross 
ruptured the membranes when the os was fully dilated, and both feet 
came down at once. The case was left for a while to nature until 
the breech was born, and then the child was delivered quickly. It 
was well-developed, and weighed seven pounds. Involution of the 
uterus proceeded quite normally. The patient herself wrote to me 
during the second week of the puerperium, stating that her condition 
was quite satisfactory. 

The tumour was examined by Dr. Cuthbert Lockyer. It was firm 
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and of an irregular oval form. Its measurements were 6 incher 
vertical, 5 inches transverse, and 4 inches antero-posterior, and its 
weight was 2lbs. 20zs. In structure it was a typical fibro-myoma. 

Remarks. Thumim!? tabulates 62 cases of simple myomectomy 
in pregnancy performed between 1885 and 1900. This series includes 
six deaths—two from sepsis, both infected before the operation; one 
from peritonitis, also existent before the removal of the tumour; two 
from “heart failure;” and, lastly, only one from hemorrhage from 
the stump. Thus the danger of bleeding is not great, and in this 
solitary case (Fromme!) abortion followed the operation, a complica- 
tion which would favour hemorrhage. One patient underwent 
operation during labour (Olshausen), and to this case I may add 
Herbert Spencer’s, where the tumour was safely removed nine hours 
before delivery at term.2 There remain 55 cases on Thumim’s list 
that recovered, and abortion only occurred in 10 instances. 

Pregnancy was uninterrupted in two cases of myomectomy 
recorded by Cullingworth,? and in four reported by Bland-Sutton,* 
and other operators have met with success. As far as the enucleation 
of the myoma from its base or its pedicles is concerned, the operation 
is relatively the easier for the existence of pregnancy, as the hyper- 
plasia of the connective tissue favours the manual separation of the 
tumour from the uterine walls. 

The development of hydramnion in my case was remarkable, but 
it is for authorities on the physiology and pathology of utero- 
gestation to determine how far it might have been due to the 
operation. 


Case 11. Ovariotomy for Fibroma during Pregnancy. 


H.S., aged 25, was sent, in September, 1904, to Dr. C. Hubert 
Roberts’ wards in the Samaritan Hospital, by Mr. Thomas Mudge, 
of Hayle, Cornwall, on account of an abdominal tumour associated 
with pregnancy. She had been married for fourteen months, and 
the period, previously regular, had ceased completely since the last 
week in June. The patient was a very healthy young West 
Countrywoman, who had never suffered from any illness excepting 
inflammation of a varicose vein of the left leg in 1900. The 
abdominal walls were thin, a large oval mass filled the right flank 
and extended upwards more than half-way to the umbilicus; it was 
firm and elastic, clearly solid, and freely movable. On the left of 
the mass the fundus of the uterus, enlarged and soft, could be felt 
about an inch above the pubes. On bimanual palpation the displace- 
ment of the uterus to the left was felt to be very marked in the 
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pelvis. The tumour just reached the pelvic brim, but could be 
pushed down much lower, and moved almost independently of the 
uterus. The breasts were enlarged and firm, and the areole marked, 
though the patient was of very fair complexion. 

There could be little doubt that a solid ovarian tumour was 
present, complicating pregnancy. Pedunculated sub-serous fibroid 
was just possible. We considered that the free mobility of the 
tumour was an indication for abdominal section at once, for the 
removal of a pedunculated growth does not involve great risk of 
abortion, whilst if it be not removed axial rotation is highly probable, 
and should it occur it may occasion very bad complications. Descent 
of the tumour into the pelvis involves yet greater peril. 

I operated on September 24th. On exposing the pregnant uterus 
I found that the mass on its right was a dull-grey, solid tumour as 
big as a large orange, attached to the right appendages by a very 
narrow pedicle. As is not rare in cases of fibroma of the ovary,® 
several ounces of bloody serum were found free in the peritoneal 
cavity. On drawing out the tumour I saw that the right ovary, 
small and flat, lay separate, behind and below it. The tumour was 
so loosely attached that it tore itself off from its pedicle directly 
I let go of its fundus, leaving a rent on the back part of the right 
broad ligament, or, speaking more precisely, on the posterior layer 
of the mesosalpinx. There was little hemorrhage, but as the left 
ovary and tube were normal, lying tucked down behind the gravid 
uterus, I thought it prudent to amputate the right appendages, 
though they were healthy, so that I might be able to avoid the 
dangers of hemorrhage from the damaged broad ligament full of 
vessels engorged by pregnancy. The abdominal wound was closed 
with deep, interrupted silkworm gut sutures. 

The patient was delivered at the end of March, 1905. In answer 
to enquiries Dr. Mudge kindly wrote to me: “ The patient on whom 
you operated for fibroma when pregnant was delivered of a female 
child at full term. She had a good, easy time, and made an excellent 
recovery. She has never had a bad symptom since her return here. 
The cicatrix is as firm as a rock, and there is no sign of a hernia or 
anything like it.” In August, 1905, Dr. Mudge informed me that 
she was “ in excellent health, doing all her work.” 

I sent the tumuor to the museum of St. Bartholomew’s Hospital. 
Dr. Herbert Williamson kindly reported that it was a fibroma of the 
ovary, weighing 113 ozs. Although separate from that organ at the 
stage of development which it had reached when I removed it, Dr. 
Williamson had no doubt of its ovarian origin. I noticed at the 
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time that it was not connected with the ovarian ligament, and that 
it sprang from the back of the broad ligament immediately above 
the ovary. 

Remarks. There can be no doubt that in a case like the above 
it was best to operate without waiting for delivery and convalescence 
from the puerperium. Ovariotomy in pregnancy is attended with 
very little danger to the life of the mother and not much to the life 
of the foetus. Orgler’s valuable monograph® proves this fact, and 
his conclusions are fortified by the yet more complete statistics of a 
British authority, McKerron.’ The latter has collected reports of 
480 ovariotomies performed during pregnancy. The recoveries 
amounted to 451, the fate of two mothers remains unrecorded, whilst 
27 were reported as lost. But McKerron demonstrates, with the aid 
of carefully prepared tables, that the mortality absolutely due to 
the operation for removal of the ovarian tumour may be reduced to 
nine in this series. 

Turning to the fate of the child, McKerron shows that the effect 
of ovariotomy on pregnancy was noted in 289 of the cases in his 
series, and in only 54 was pregnancy interrupted and the child lost. 
“ None of the alternative methods of treatment, it has been shown, 
gives a foetal mortality of less than 30 per cent.,” whilst in this series 
it was but 18°6 per cent. 

Whilst ovariotomy during pregnancy has proved so satisfactory, 
experience has shown that, on the other hand, very bad results may 
follow the postponement of that operation until after labour. I 
have written elsewhere on this subject.® 

Much has been related by British and foreign authorities on all 
things associated with ovariotomy during pregnancy. Among the 
most recent cases is that recorded by Bourdzinsky °—more interesting 
-than satisfactory. He operated upon a woman with ascites and 
edema in the fifth month of pregnancy, removing a cancerous 
tumour of the ovary about 63 lbs. in weight. At term there was 
a malignant growth on the posterior lip of the cervix and deposit in 
the fornices, with ascites. The patient suffered from gastric pains, 
and the pelvis was contracted; no measurements, however, are 
reported. Cesarean section was performed, but the patient died on 
the third day. Widely-spread endothelioma was discovered, the 
stomach, intestines, uterus and lumbar glands being involved. The 
ovariotomy in this case gave the patient a few months of comfort. 

The nature of the tumour in my case is of interest, as it was a 
solid fibroma. It is a mistake to consider that form of new growth 
as a great rarity. Briggs and myself alone have removed several 
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fibromas of the ovary. Swan? reports a case of fibroma in pregnancy 
where the operator was Howard Kelly, and includes 10 more in his 
tables; but those tables register 19 tumours as sarcoma, and I suspect 
that some of the latter may have been fibromas. Error is, or was, 
frequent, as proved by some after-histories which I collected nearly 
ten years ago. Fairbairn’s monograph on this type of ovarian 
tumour !! should be consulted by all who are interested in the subject ; 
it contains a valuable table of references. 


Diagnosis of fibroma of the ovary complicating pregnancy is of 
some importance. It resembles in many respects pedunculated sub- 
serous uterine fibroid. There can be little danger when the latter 
kind of tumour is detected above the pelvis in early pregnancy, for 
as gestation advances it rises higher and higher above the inlet. But 
my patient was only 25 years of age, and uterine fibroids are very 
rare at that time of life. On the other hand, fibroma of the ovary 
is much more frequent in very young women, and it is liable to fall 
into the pelvic cavity, where, as in one non-gravid case in my own 
practice, it may become impacted.!2 Such an accident would be 
very serious in pregnancy, and it might easily have occurred in the 
case above related. 


The best known case which demonstrates the dangers which may 
arise if a fibroma of the ovary associated with pregnancy be not 
removed before labour pains set in, was recorded in 1890 by Dr. 
Walter S. A. Griffith.’ I had the advantage of being present when 
delivery was effected by craniotomy, the patient being at the time 
very much exhausted. The case made a great impression upon me, 
especially as to the difficulties of diagnosis when labour pains have 
set in. In 1890 abdominal section during labour was dreaded on 
grounds which further experience has shown to be false, and I bore 
in mind Dr. Griffith’s note: “The tumour had a good pedicle, and 
if an abdominal section had been performed, and the uterus had been 
emptied by a Cesarean section, it could have been removed without 
much difficulty.” 


John Phillips’ case1* is of some interest. A woman, aged 28, 
was seized, during the fourth month of her first pregnancy, with 
violent pain in the right iliac region. A fixed swelling of the size 
of a fist blocked the upper part of the pelvis. It could not be pushed 
above the brim, and abortion was induced. Three months later, sub- 
serous uterine fibroid being diagnosed, it was decided to attempt the 
enucleation of the tumour. A transverse incision was made into 
Douglas’s pouch and a tumour removed. It was a pure fibroma of 
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the right ovary, 3} inches long by 2} broad. The patient afterwards 
bore a child. 

The violent attack of pain was caused either by torsion of the 
pedicle or by the tumour slipping into the pelvis, a complication 
highly probable in a case like my own had I not removed the fibroma 
while it was still in the abdominal cavity. 

Sometimes a fibroma of the ovary is rather soft, so that on 
bimanual palpation, though easily distinguished from the adjacent 
pregnant uterus, it might be taken for a malignant growth. But 
whatever the nature of the tumour it is advisable to operate as soon 
as possible. At that conclusion Coudert has arrived in a recent 
monograph on solid pelvic and abdominal tumours of the ovary 
associated with pregnancy, ‘© and his opinion is based on the 
experience of many authorities. For the removal of a fibroma of the 
ovary during pregnancy is usually an easy task, involving little 
danger to mother or child, whilst it is quite otherwise with any kind 
of operation during labour. 

Both these cases have one feature in common, easy diagnosis. 
Often it is far otherwise, and when the ovarian tumour or uterine 
fibroid is unrecognised until labour sets in the difficulty becomes 
extreme, and it is itself a source of danger because of its possibly 
misleading influence on the obstetrician. Errors of this kind are 
familiar to us, and I must add here three reports, commendable for 
their instructive candour, recently discussed at a meeting of a German 
medical society.1® Dr. Schréder, of Bonn, operated upon a woman, 
aged 49, for what was diagnosed as malignant ovarian tumour closely 
connected with the uterus. She had borne eight children, and the 
period had been regular, the last taking place a month before 
the operation. A freely movable, tense tumour reached up to the 
umbilicus and extended downwards into Douglas’s pouch; the cervix 
lay high up behind the pubes. There had been increase in bulk of 
the abdomen and slight hemorrhages for three weeks. The tumour 
proved to be the uterus itself, which was amputated above the cervix. 
The lower segment was deeply sacculated posteriorly, fitting into 
Douglas’s pouch, hence the error in diagnosis. Everke, discussing 
this case related how he was called in many years ago by a colleague 
who had endeavoured to deliver with forceps in a case where labour 
was impeded apparently by an ovarian cyst. An attempt was made 
to burst the cyst by firm pressure underanesthesia. Everke delivered 
the child by Cesarean section, and found that the tumour lay 
completely below the uterus. He closed the abdominal wound and 
reached the tumour through a vaginal incision; it was a fibro-myoma 
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| 1} lbs. in weight, and was enucleated without difficulty. The patient 
recovered. Laubenburg delivered by turning in a case of labour 
| obstructed by a hard, elastic, round, smooth tumour of the size of a 
fist occupying the hollow of the sacrum. As the head was being 
i extracted the tumour collapsed with a distinct report. The child 
lived. The tumour did not grow larger; indeed, it steadily 
| diminished in size, and a few months after labour it could be 
detected as a hard, irregular mass “of the size of an apple” in the 
| right fornix. 

Burke stigmatised the members of the French National Assembly 
as the ablest architects of ruin known in history, but the man who 
‘tries to push up a pelvic tumour during labour may prove a very 
| unable architect of ruin. It is, to use Bland-Sutton’s words, in 
opposition to all the canons of surgery. A pelvic tumour may prove 
to be a prolapsed kidney, as in Semon, of Dantzig’s, case, where he 
operated before labour. Unintelligent pushing, combined perhaps 
with random punctures, during parturition, might have killed the 
patient. The dangers of bursting a dermoid full of grease and hair 
are evident. In short, in all cases such as I have described in this 
paper half measures are deadly, whilst bold surgery has proved itself 

triumphant. 
Nore. 


On referring to the Zentralblatt fiir Gyndkologie for October 14th 
(p. 1247), I find an instructive report on a case of calcified fibroma 
of the ovary obstructing labour, and afterwards removed by Nebesky, 
of Innsbruck, in the sixth month of the patient’s second pregnancy, 
which ended spontaneously at term. The patient was 27 years of 
. age. At the first labour there appeared to be a tumour of the bony 
; pelvis, and craniotomy was performed. Nebesky, before operating 
| during the second pregnancy, could define an almost immovable 
tumour jammed between the uterus and the promontory. He found 
| no difficulty in removing it through an abdominal incision, the 
gravid uterus being drawn forwards. The tumour was a fibroma of 
the ovary, entirely calcified and of the size of a goose’s egg. 
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The Etiology, Pathogenesis, and Treatment of 
Vesical Calculus in Women. 


By Cuartes Greene Cumston, M.D., Exa-Vice-President of the 
American Association of Obstetricians and Gynecologists; 
Member of the American Urclogical Association; Corresponding 


Member of the Urological Association of France, etc., Boston, 
Mass. 


Vesicat calculus is infinitely less frequent in the female than in 
the male, and in the former it might be considered quite a rare 
affection if one etiological factor was not prevalent, namely, the 
introduction of a foreign body into the bladder. The list of objects 
which have entered the bladder by way of the urethra and have given 
rise to infection, or have served as a nucleus for the formation of 
stones by precipitation of the salts normally contained in solution 
in the urine, is long. The calculus is in this case always secondary, 
that is to say, formed by phosphatic salts, and consequently is soft 
and friable, so that crushing is extremely easy. 

I will first rapidly study the etiologic conditions and the pathogenic 
mechanism of vesical calculi in women which develop primarily in 
an aseptic urinary apparatus, and secondarily in an infected bladder 
around a foreign body. After this I will rapidly consider the various 
operations for the removal of calculi, and will endeavour to form 
some conclusions relative to their indications and results. 

Vesical caleuli may be divided into two groups, according to 
whether they represent a primary formation from precipitation of 
the normal elements in solution in an acid or neutral urine, or 
secondarily in an infected, alkaline urine. Primary calculi are 
generally formed in the kidney, and upon reaching the bladder, if 
they become lodged there, increase in size by the deposit of strata 
of salts upon them. The primary form is composed of uric acid, 
sodium urate, calcium oxalate, or the bicalcic carbonate and phosphate, 
eystin or zanthin in varying proportions. Excepting cystin calculi, 
which are exceedingly rare, only about fifty cases being known, all 
others are very hard, and often render lithotrity quite difficult. 

Secondary calculi, which are still called symptomatic, never form 
in an aseptic bladder. One will always find that at some time there 
has been an infection of the organ; the urine becomes alkaline and 
the tricalcic phosphates, amorphous phosphate of lime, ammoniaco- 
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magnesia phosphates or urate of ammonium become precipitated and 
form a calculus around the foreign body which is responsible for 
the cystitis; the stone rapidly increases in size, and may even break 
up spontaneously. This variety of calculus is quite different from 
the primary form, being soft and friable, and is very easily crushed 
and evacuated. Unfortunately the patients are exposed to a 
recurrence as long as the productive cause of the calculus remains, 
and from this fact there are special therapeutic indications, to which 
I will refer later on. For the moment it is sufficient to say that the 
foreign bodies should be removed, and the cystitis should be treated 
by aseptic instillations. In obstinate cases it may be necessary to 
resort to suprapubic cystotomy or vesico-vaginal incision, followed by 
a more or less prolonged drainage, but before doing this one should 
try the permanent catheter, which in producing a methodical drainage 
of the bladder also allows one to make topical applications, instillations 
and irrigations. From this it will be seen that there are two distinct 
types of vesical lithiasis, namely, one forming in an aseptic urinary 
apparatus, the other being simply a complication of vesical infection. 

Primary calculi are very rare in women, for the same reason 
that gout, gravel and diabetes are exceptional in their sex. Some 
authorities have considered that the shortness and dilatability of the 
urethra, by allowing quite large calculi to pass through, are also 
reasons for their infrequency, but statistics are not in accord, and 
although Durand-Fardel found only 63 women out of a total of 326 
subjects with gravel, Tuffier found 109 women and 94 men out of a 
total of 203 operations for stone of the bladder. 

Many theories have been emitted in order to explain the formation 
of primary sand, gravel and calculi of the bladder. Generally 
speaking, acid renal or vesical lithiasis is a manifestation of 
the uric acid diathesis which, as is known since the writings 
of Bouchard, is one of the forms of tardy nutrition; the 
nitrogenous substances are incompletely burned, and _ are 
eliminated in the form of uric acid or the urates. Now, whenever 
the urine increases in acidity, the uric acid becomes precipitated, 
even when it is contained in normal amount, and likewise the urates 
become precipitated when the quantity of water is not sufficient to 
dissolve them. The abuse, or even the ordinary use, of certain 
vegetable foods, rich in oxalic acid, like tomatoes, asparagus, etc., 
produces an oxaluria, which is physiological in many subjects, but 
in those who are hereditarily predisposed may produce a lithiasis. 

Why these salts dissolved in an acid and aseptic urine are not 
eliminated and why they become deposited and form calculi is 
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perhaps to be explained by Ord’s theory of the colloids, Ebstein and 
Nicolaier’s histonecrotic theory, or the microbic theory. According 
to Ord the colloid substances which are found in normal urine 
(mucus) or when pathologic (albumen, sugar or blood) play, in 
relation to the solid matters in solution, the same part that gum 
plays with salts in solution in vitro. Thus the presence of these 
agglutinating substances is necessary for the formation of calculi, 
but this theory, I believe, is not generally admitted. Nevertheless, 
organic matter is necessary for the formation of vesical calculi, but 
the histonecrotic theory of Ebstein and Nicolaier gives a perfect 
explanation of how it may intervene in certain cases. These 
authorities having caused dogs to consume a certain amount of 
oxamide, emitted the hypothesis that this substance produces a 
necrosis of the epithelial cells of the kidney, which become the 
nucleus around which the salts are precipitated and form calculous 
concretions. Penzoltd also insists upon those foods which are 
commonly called “aggressive” for the kidney, which, by producing 
the detachment of the epithelium, favour the production of litho- 
genesis. This is at least the way that the formation of primary 
calculi is explained when they develop in a non-infected urinary 
apparatus and contain a nucleus composed of mucus and epithelial 
cells. It is probable, although quite impossible to prove in all cases, 
that this theory is the true one, and that a lesion of the epithelium 
often precedes a primary vesical calculus. 

We should also refer briefly to the microbic theory which, at 
the present time, has been given up. Galippe, Kuhne and Waldeyer, 
having found agents of infection in primary calculi, thought that 
they were responsible for the formation of the latter, but the negative 
results of Ebstein, Albarran, and especially those of Chantemesse 
and Widal, have ruined this theory, from the fact that many women 
presenting primary calculi have never had an infection of the blood. 
To sum up, it will be seen that the question of lithogenesis is still 
most obscure, and many elements must be taken into consideration in 
order to explain the formation of primary calculi. 

Secondary calculi represent the great majority of cases in women. 
Nine times out of ten one will be dealing with a phosphatic stone 
secondary to an old inflammation of the urinary tract. Under the 
influence of infection of the bladder the physical and chemical 
characters of the urine become changed and the salts are precipitated. 
Vesical infection is consequently the condition sine qua non. There 
has been a more or less intense cystitis which passes to the chronic 
state with permanent changes in the mucosa of the urinary reservoir. 
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The necessary conditions for the formation of calculi, which are 
found with such difficulty in acid lithiasis, are here united; the 
nucleus around which the urinary salts become precipitated may be 
represented by pus globules, degenerated epithelial cells, false 
membrane, etc. Then, again, bacteria grow in the urine as in a tube 
of bouillon, decomposing the urea and rendering it alkaline, while the 
phosphatic salts and urate of ammonia become deposited and form 
a calculus which increases in size from the formation of parallel 
strata. 

The question arises as to what may be the most frequent causes of 
an infection of the bladder. It is evident that a dirty catheter used 
for a traumatic or operative retention of urine, for example, may be 
the starting point of a very severe cystitis, which later on will 
become complicated by a secondary lithiasis. But it is well known 
that in order to become infected the bladder must be in a condition of 
morbid receptivity, and it is proved that the passage of a catheter 
is not always sufficient to contaminate a healthy bladder or one 
which is normally contractile. Other causes are necessary, such as 
traumatism, retention or congestion. For example, a catheter is 
passed on a woman without sufficient aseptic precaution, but for all 
that no symptoms of cystitis will develop, because the bladder will 
easily expel all the bacteria introduced on the instrument. It would 
not, however, be the same if the mucosa is injured, even slightly, or 
if the bacteria are introduced in large numbers into the bladder, and 
this brings us to the important part played by foreign bodies. 

Foreign bodies of the bladder in women are very frequently 
encountered, usually being introduced during the manceuvres of 
onanism; they then give rise to an infection of the organ, which 
prepares or at once sets up a severe form of cystitis. Quite frequently 
their presence in the urinary reservoir is easily tolerated for a number 
of years, but some day, under the influence of congestion or retention, 
a cystitis becomes declared, and the foreign body forms a nucleus 
around which calcium salts become precipitated, and a secondary 
calculus is rapidly formed. Some authorities have upheld that 
vesical calculi in women are always due to a foreign body in the 
bladder, but without going so far, it may be said that this is 
frequently the case, and this origin should always be suspected when 
a calculus of the bladder is met with in a young woman. 

The foreign bodies that may be encountered in the bladder vary 
considerably, but for convenience sake they may be classed into four 
groups—(1) foreign bodies introduced for therapeutic purposes, such 
as sounds, pieces of rubber catheter, nitrate of silver, bits of various 
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instruments which become broken off in the bladder; (2) foreign 
bodies introduced during the act of masturbation, such as pins, 
hairpins, boot buttoners, knitting needles, pencils, bits of wood, 
injection syringes, pipe stems, cigarette holders, fruit stones, metallic 
balls, sealing wax, pocket knives, keys, fish bones, etc.; (3) foreign 
bodies coming from without by traumatism, such as various forms 
of projectiles, pieces of clothing and splinters of bone; (4) foreign 
bodies coming from neighbouring organs by the intermediary of a 
perforation or fistula, such as pessaries, which have perforated the 
vesico-vaginal septum and penetrated into the bladder, alimentary 
debris, intestinal worms coming from the rectum, and, lastly, debris 
coming from dermoid cysts, such as hair, teeth and bits of bone. 

In the majority of cases the hairpin is more usually introduced 
during maneuvres of masturbation; consequently it is in the adult 
age, between twenty and forty years, that these are met with. 
When once they reach the bladder foreign bodies become accom- 
modated according to certain well-determined positions. If they are 
small they fall into the fundus; if they vary in length from 6 to 
9 centimetres they become placed transversely following the greatest 
diameter of the bladder; if they measure more than 9 centimetres 
they are placed either vertically or obliquely. When they remain in 
the bladder they usually set up a simple cystitis, but in other cases 
when one of their ends press upon the bladder wall an ulcerative 
process is set up which extends deeper and deeper until perforation 
of the vesico-vaginal septum takes place. Under these circumstances 
the foreign body may be eliminated. 

When the foreign body remains in the bladder it soon becomes 
incrusted with salts, and it is well known with what rapidity a 
permanent catheter in cases of infected prostatic bladders becomes 
covered with phosphatic concretions. These incrustations generally 
begin on the broadest part of the foreign body, and extend to 
the ends. A calculus thus formed, over a hairpin for example, 
has an oval shape with more or less rounded poles. However, 
when the nucleus is a hairpin, a pencil or a pointed body the 
extremities frequently remain uncovered and offer great danger to 
the wall of the bladder in which they become buried, sometimes 
causing suppurating ulcerations which give rise to extremely 
severe pain. Secondary calculi developing on foreign bodies are 
susceptible of attaining very large dimensions, and may become 
complicated with a fatal uretero-pyelonephritis, as in all instances 
where the bladder is seriously infected. 

Large calculi are often eliminated by way of the vagina after 
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having acquired very large dimensions, and they have been known to 
weigh as much as 12 oz. Urinary incontinence by a fistula is then 
quite frequent, but not always fatal; thus, for example, Agnew has 
related a case of a calculus the size of a goose’s egg, which was 
eliminated, although no incontinence was present, and Keyes met 
with a case in which the circumference of the calculus measured five 
inches. 

Such, briefly, is our knowledge at the present time of the 
etiology and pathogenesis of vesical calculi in the female, and we will 
now consider their treatment, but before doing this we will rapidly 
sum up what has already been said. Vesical calculi in women are 
usually secondary manifestations of an infected bladder, while the 
introduction of foreign bodies is often the origin of the infection, 
as well as the nucleus of the calculus. Primary calculi are extremely 
rare, and are manifestations of the uric acid diathesis and of oxaluria. 
They are formed by precipitation of the acid salts in excess in the 
urine, around necrosed epithelial cells, clumps of white or red blood 
cells, or mucus, which form nuclei, around which the mineral matter 
becomes deposited. i 

The logical treatment to apply to calculi of the bladder is 
naturally surgical, and by this means the patient is placed out of 
danger from the numerous complications which may arise, although, 
however, a few words on the medical treatment may not be out of 
place. 

Medical treatment can only be applied in cases of acid lithiasis, 
that is to say, to uric acid or oxalic acid calculi. In consists in diet 
and the administration of certain medicines. 

The use of dark meat, venison, spiced and salted meats and sea 
fish should be particularly avoided, and acid vegetables, such as 
tomatoes, asparagus, etc., which contain oxalic acid should be 
proscribed. On the contrary, green vegetables may be allowed. 
Light white wine, beer and cider may be permitted because by their 
diuretic action they eliminate the organic residue and irrigate the 
urinary tract. Secondly, the nutrition should be made as accurate as 
possible, so that the nutritive exchanges may result in the total 
elimination of the uric acid. And for this purpose properly directed 
bodily exercise, hydrotherapy, dry:friction and massage will contribute 
towards this end very greatly. But all this should be aided by 
alkaline medication, because it exercises a very efficacious action, 
although as yet badly understood as far as its intimate mechanism is 
concerned, but the effects of which are easily verified even several 
months after stopping the administration of the alkalines. It has 
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only been recently known that the latter increase the production of 
urea, which is the most advanced form of oxidation. 

Bicarbonate of soda and the salts of lithia are the alkalines the 
most employed, but of late years new drugs have come in vogue, 
such as benzoic acid and the benzoates, urotropine, piperazine, lycetol, 
ete.; and, lastly, I would mention a few of the innumerable mineral 
waters which act by throwing out the urates from the tissues, such 
as Vichy, Royat, Pougues, Ems, or as diuretics we have Evian, 
Vittel, Contrexeville, etc.; others stimulate the hepatic functions by 
the intermediary of the digestive tract, namely, Carlsbad, Brides, 
Marienbad, Kissingen, Plombiéres, Bourbonne-les-Bains, etc. As 
to curative treatment by so-called dissolvents, it has remained as a 
faint hope. Although the various lithontriptics have certainly an 
active influence on nutritive exchanges they nevertheless are powerless 
to dissolve a vesical calculus, and experiments which have been 
realised in vitro cannot be applied to the living, because the substances 
employed cannot be tolerated by the bladder. 

Two.methods dispute surgical favour in the treatment of vesical 
calculi, namely, cystotomy by which the stone is at once removed, 
and lithotrity. In the female, whose urethra is short and easily 
dilated, a third method may also be discussed, namely, dilatation. 
It is well known that quite large calculi are frequently expelled by 
the female urethra, and for many years surgeons have endeavoured to 
imitate nature. In 1817 Sir Astley Cooper vigorously defended this 
method, which, for the first time had been advised, but without 
result, by Tollet in 1708 in his “ Traité de la Lithotomie.” According 
to the experiments of Hylord, the neck of the bladder can easily 
reach the diameter of 10 millimetres without becoming injured, but 
it is well known that it can be distended far beyond these limits, 
and that under complete narcosis, by introducing one finger after 
another the diameter may be made to reach as much as 3 centimetres. 
It can be readily understood that, under these circumstances, small 
calculi may quite possibly be removed in this manner, and spontaneous 
expulsion shows that, under the mere contraction of the bladder, this 
dilatation is quite possible without any ill result. Thus, for example, 
Sir Astley Cooper records the case of an 18 year old girl, who in 
10 minutes expelled a calculus 2} inches wide and 1} inches long, 
while Cabot has related the case of two women, who passed respectively 
a calculus the size of a pigeon’s egg, and the other one the size of a 
hen’s egg. These cases are instances taken haphazard among a very 
large number. 

The technique of dilatation is simple. Anesthesia is necessary 
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because the muscular fibres can be stretched without reacting, and it 
is an easy matter to remove the calculus from a paralysed bladder. 
The patient is placed in the lithotomy position, and the urethra 
dilated either with or without incising the meatus. All dilators 
should be discarded and the fingers alone should be used, because one 
can more easily judge of the tension produced and avoid more 
or less the rupture of the sphincters. The use of Hegar’s sounds may 
also be resorted to. Some operators have stated that the urethra 
could be dilated without permanent incontinence following, up to a 
diameter of 3 inch, but if this is done there is great fear of lacerating 
the mucosa and spongy tissue, which, even when superficial, opens 
wide the door to infection. 

The anatomical position of the bladder makes it easy to reach by 
the vagina, vulva or abdomen, from which is derived four procedures 
of cystotomy, two of which only have resisted the test of time, and 
these alone will be considered, namely, colpocystotomy and supra- 
pubic cystotomy. Colpocystotomy, which has in turn been advised 
and abandoned since Fabrivius de Hilden, who only employed it in 
women having a cystocele, is to-day considered an excellent method, 
which will not be complicated by incontinence if the neck of the 
bladder is not involved, and the patient will recover without a fistula 
if the incision is properly sutured. There is no very great difficulty 
in the technique. All that is necessary is to introduce a male sound 
through the urethra, preferably a grooved one, with which the lower 
wall of the urinary reservoir is pressed down, holding the instrument 
directly in the median line. Beginning back of the urethra, the 
vesico-vaginal septum is incised to the extent of 3 or 4 centimetres, 
just giving space enough to admit two fingers or an instrument for 
the removal of the stone. Should this opening not be large enough 
for the easy passage of the calculus through it, it can be gently 
dilated until sufficient space is obtained. If the bladder is infected, 
as is usually the case, it can be efficiently drained by this opening, 
and if there is a tendency to too rapid closure it may be kept open by 
occasionally dilating it with the finger or an instrument. Drainage 
is particularly indicated in serious inflammatory lesions of the 
bladder, when the interior of the organ will be frequently found 
lined with a layer of phosphatic deposit, which should be removed by 
a methodical and prudent scraping. If necessary drainage tubes 
may be employed, because it is well known that these incisions have 
a remarkable tendency to spontaneously close very quickly. Irrigations 
may be done through the drainage tubes and by the urethra, and as 
soon as possible, that is to say, when the condition of the bladder 
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will allow it, the opening may be closed by the ordinary technique 
employed for vesico-vaginal fistula. 

No matter what changes in detail each surgeon has made in this 
operation, it generally succeeds without causing incontinence or a 
vesico-vaginal fistula. If a suture should cut through, resulting in 
a small orifice communicating with the interior of the bladder, it will 
usually close up quite quickly by the use of antiseptic vaginal 
irrigations, but should the small fistula persist its borders are to be 
freshened and sutured according to the usual methods. 

Suprapubic cystotomy consists in opening the bladder by way of 
the abdomen. The operation is extremely easy in the male, but I 
have found it more difficult in women. In the first place, it is a 
difficult matter to distend the female bladder with either liquid or 
air, and one is obliged to have the urethra compressed by an assistant 
after the bladder is filled until it is opened above. As I never use 
Petersen’s bag in the rectum the question will not be brought up 
here. It should be pointed out that the suprapubic incision will 
allow one to make a very much larger opening into the bladder than 
can be done in any other operation, and it is possible to extract with 
the fingers foreign bodies or large calculi which have become wedged 
into a diverticulum without tearing or hardly scratching the mucosa. 
Then again, this operation gives a perfect view of the interior of the 
bladder, and if there is any indication, any lesions found therein may 
be directly treated under the control of the sight. 

If the bladder is aseptic, a condition which is very rare and only 
met with in cases of uric acid calculus, the bladder may be closed at 
once. But if, on the contrary, it is infected, it should be drained. 

Lithotrity also presents more difficulty in the female than in the 
male, and this argument has been brought up in order to reduce 
the indications of this operation in favour of cystotomy. It is 
quite true that the impossibility of filling the female bladder 
under the influence of narcosis is a great hindrance to crushing, 
but for a surgeon who is used to the operation it may be performed 
with safety in an empty bladder. It is also true, as has often been 
repeated, that the female bladder is large and lax, deprived of any 
fundus in which the fragments tend to drop after crushing, as takes 
place in the rectro-prostatic fundus in the male. For this reason the 
bits of calculus slip away from the jaws of the lithotrite, but this is 
in reality a difficulty more theoretical than real. In point of fact, 
in the female it is not necessary to reduce the calculus into such small 
fragments as in the male on account of the shortness of the urethra, 
as well as its easy dilatation, which renders the extraction an easy 
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matter. Aspiration of the crushed calculus is not necessary in the 
female, and does not need to be preceded by so careful a crushing 
as in the male; large pieces are spontaneously evacuated, or may even 
be removed by long slender dressing forceps. 


It may consequently be seen that these objections which are 
reproduced everywhere are not of sufficient value to incriminate 
lithotrity in the female, and we would repeat that the difficulty of 
filling the bladder with liquid and the absence of a fundus in which 
the pieces may collect are of little importance in practice, because 
the crushing need not be pushed very far on account of the easy 
extraction of the fragments by way of the urethra. If, beside these 
considerations, it is remembered that lithotrity is a very simple and 
harmless operation, that patients readily accept it when they will 
frequently refuse a cutting operation, and that the post-operative 
convalescence is reduced to two or three days in bed, while the 
vesico-vaginal or suprapubic cystotomy requires at least a fortnight 
and exposes the patient to some little risk, it may certainly be said 
that lithotrity merits to be considered as the best mode of treatment 
of vesical calculi which are too large to be removed through the 


dilated urethra. 


The patient is placed in the lithotomy position with the pelvis 
raised, or a slight Trendelenburg position may be used. The lithotrite 
should be held almost vertically and made to depress the vaginal wall 
just behind the neck of the bladder, so that a declivous portion will 
be made in which the calculus may be seized. It is well to inject 
100 or 150 grams of liquid into the bladder. The crushing should 
be done in this declivous portion, the female branch of the instrument 
being fixed and depressing the vesical vaginal wall, the male branch 
alone being made movable. In those cases where the cervix uteri 
produces a lateral pocket one should endeavour to propel the calculus 
into it. Aspiration should always be preceded by irrigation with 
one of Bigelow’s large straight catheters, which is easy to direct to 
the point where the débris are to be found. The aspiration itself is 
proceeded with as in the male, and if some fine pieces remain in the 
bladder they will usually be easily expelled. Vesical irrigations 
should be continued for several days after the operation. 


The indications and the comparative value of dilatation, cystotomy 
and lithotrity cannot be based upon any statistics which we now 
possess, because it would be unjust towards the latter operation to 
consider death from pyelo-nephritis which had existed before the 
operation as due to this interference. We will simply limit our 
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remarks to the advantages and inconveniences belonging to each of 
these operations, and endeavour to draw some conclusions as to the 
respective indications for each. Urethral dilatation, vesico-vaginal 
or suprapubic cystotomy and lithotrity are the four operations which 
should be considered. They all require general narcosis, which is a 
common point and exposes them all to the accidents of anesthesia, 
but this is the only respect in which they are alike, and in all others 
they are entirely different. 

Rapid dilatation is followed for a certain time by incontinence 
of urine, and unless one has lacerated the sphincter this accident 
will be recovered from, and is perhaps the only black point in this 
operation; but if the calculus be a large one or even of medium size 
it cannot be extracted by this route, and as a rule it may be laid 
down that dilatation may be resorted to in cases where the stone 
has not more than 2} centimetres in diameter. It is formally contra- 
indicated in girls under 15 years of age on account of the small 
calibre of the urethra, as well as the close approximation of the pubic 
bones which hinder the manceuvres of extraction. It cannot be 
employed in very elderly women, because in them the urethra has 
lost its suppleness and has become rigid, so that it cannot be dilated 
sufficiently without rupturing it. In adults afflicted with incontin- 
ence of urine due to a weak sphincter, dilatation cannot be resorted to 
because it would only aggravate the pre-existing infirmity. With 
these exceptions, when the calculus is not large, dilatation is an 
excellent operation, and if carried out with care may be resorted to 
with a good chance of a perfect result. If, after dilatation, the stone 
is found too large to be removed intact, a few strokes of the lithotrite 
will be sufficient to break it up into fragments, which then can be 
removed by the urethra with forceps or the fingers. 

Colpocystotomy will give a working space of about 3 centimetres, 
and by spreading the borders of the wound apart the dimensions of 
the opening will be made still greater. The production of a persistent 
fistula is not to be feared with the present methods of operating. 
This operation has the great advantage of never giving rise to 
incontinence of urine from a lesion of the sphincter, and is very 
rarely followed by a fistula when the technique has been properly 
carried out. This method, which is considered by Emmet and many 
other American surgeons as the best means of treating severe forms 
of cystitis on account-of the easy drainage it gives, and which is at 
the same time permanent, may be applied to large calculi complicated 
with serious and long-standing inflammatory lesions of the bladder, 
becaus, after removal of the stone, it allows one to continue the 
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drainage and at the same time apply topical treatment to the vesical 
mucosa. 

There exist, however, certain contra-indications, the first of which 
is a narrow vagina which will prevent the requisite manceuvres, and 
under the circumstances one should not hesitate to resort to the 
suprapubic route. The American Teat-Book of Surgery makes 
the statement that lithotrity is considered the best treatment for 
vesical calculus in the female, and is only contra-indicated by the 
large size and density of the stone as well as by the intensity of 
the vesical inflammation, under which circumstances one should 
resort to colpocystotomy. It also advises an immediate suture of the 
incision if no cystitis is present, but the fistula will be allowed to 
remain if the bladder is infected. It also makes the statement that 
suprapubic cystotomy has very limited indications in the female. 
Personally, I believe that the suprapubic incision in women should in 
principle be rejected or at least reserved for extremely infrequent 
cases. 

Many operators, basing their remarks especially on their own 
practice, have discussed the advantages and the inconveniences of 
colpocystotomy and litholapaxy, and have arrived at very varied 
conclusions; but it would seem to me that common sense would allow 
one to admit in principle that in the female, as in the male, lithotrity 
is an operation practically devoid of any danger when properly 
carried out, and in the female will be followed by a more rapid 
recovery than can be obtained by either the vaginal or suprapubic 
incision. I have already pointed out the difficulties of the latter 
operation in the female, but further than this it is no more to be 
feared than in the male, and I am a warm partisan of this operation 
in the male in suitable cases, believing that in simplicity and results 
it is far superior to any other modern technique, but in the female 
I am not prepared to make this statement. I have already pointed 
out the indications for colpocystotomy, and it is well known that by a 
well-directed technique the operative difficulties of lithotrity have 
been remedied. 

If we now consider the operation in itself, it at once becomes 
evident that lithotrity presents very great advantages over cystotomy. 
It is, in the first place, more readily accepted by patients, and this is 
not a small point to be taken into consideration. I do not believe 
that there is any difference in the prognosis of the two operations as 
far as mortality is concerned, but as to the time of convalescence it 
is reduced to two or three days in bed without pain, incontinence or 
dressings, and the patients can return to their ordinary mode of 
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living within five or six days after the operation. Now, in the case 
of cystotomy, either by the vagina or the abdomen, there is the great 
nuisance of drainage, and it is hardly possible to promise these 
patients less than three weeks in bed. 

Now, as we have pointed out, vesical calculi in the female are 
usually secondary, and for this reason they are soft, and I have also 
insisted on the facility with which even very large fragments of stone 
can be spontaneously passed; consequently the best conditions are 
found united in lithotrity to give the result expected from it. Even 
when one is dealing with a foreign body incrusted with phosphates 
this operation is sufficient, because by a few turns of the screw of the 
instrument the stone is broken up and the foreign body, if not too 
large, may be removed by the urethra. In the second volume of the 
System of Surgery, Morris states that, in his opinion, lithotrity is 
rarely necessary in women on account of the physical conditions 
presented by the urethra, and that when the stone is too large to be 
removed in this way crushing is the best operation. He goes on to 
say that in females having large calculi they may be removed by 
colpocystotomy followed by immediate suture if the condition of the 
bladder allows it. But in young women litholapaxy should be 
systematically resorted to. In Die chirurgischen Krankheiten der 
Harn und mannlichen Geschlechtsorgane Guterbock takes the same 
view as far as lithotrity is concerned in the large majority of cases, 
and he believes that suprapubic cystotomy should be applied only 
in cases of young girls having very large and hard calculi. 

To sum up the treatment, it may be said that as far as the medical 
part is concerned, it consists in careful hygiene and alkaline 
medication, having for end to stimulate the nutritive exchanges and 
favour the elimination of waste products. The surgical treatment 
consists in urethral dilatation, vesico-vaginal or suprapubic cystotomy 
and lithotrity. Each of these operations has its advantages and its 
indications. Dilatation is not possible in children, and will not 
allow of the extraction of calculi exceeding 3 centimetres in diameter. 
Suprapubic cystotomy should be reserved for cases of large calculi in 
young girls. Colpocystotomy is to be resorted to in cases where the 
stone is large or extremely hard or is developed around foreign 
bodies and becomes lodged in the bladder, also in cases of vesical 
infection. Lithotrity would seem to be the method of choice when 
the stone is friable and of medium sie. It is followed by the 
spontaneous expulsion of fragments should any be left behind after 
the operation is completed and allows the patient to resume her 
ordinary life within a few days if preceding inflammatory complica- 
tions of the bladder do not require drainage of the organ. 
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Raw: Chorion-epitheioma Malignum 


Clinical Report on a Case of Chorion-epithelioma 
Malignum with Streptococcal Infection. 


By Naruan Raw, M.D., M.R.C.P. (Lond.), F.R.S. (Edin.), 
Physician, Mill Road Infirmary, Liverpool. 


Cases of deciduoma malignum, or what is perhaps better termed 
chorion-epithelioma malignum, are so rare, and their etiology so 
obscure, that it is desirable that every one should be published in 
extenso with a view to elucidating its cause, and suggesting some 
more satisfactory line of treatment. 

Out of over 16,000 female admissions into hospital during the 
last twelve years I have only met with a single case, and although 
some may have escaped diagnosis during life, I have never met with 
another example of the disease in the post-mortem room, although a 
very large number of autopsies have been made. The growth appears 
generally a few weeks after delivery, abortion or hydatidiform mole. 
In my case the disease followed a miscarriage at about the seventh 
month, the child only living two or three days. 

Cullen, in his “Cancer of the Uterus,” states that 20 cases 
followed the discharge of a hydatidiform mole; 17 cases followed a 
labour at term; 12 cases followed an abortion; 1 case followed a 
miscarriage; 1 case followed a tubal pregnancy. 

It has been stated by many authorities that one-half of all cases 
of hydatidiform mole are followed by the growth of chorion- 
epithelioma, which means, I presume, that every other woman who 
has expelled a hydatidiform mole will of a certainty be attacked by 
chorion-epithelioma. This is not borne out by my _ hospital 
experience, as during the last eight years there have been nine cases 
of hydatidiform mole without—as far as I know—any of them being 
followed by chorion-epithelioma. 

The views of Marchand as to the chorionic, foetal or ovular origin 
of the disease are now, I think, generally accepted. The classical 
symptoms of chorion-epithelioma, viz., sudden and severe attacks of 
hemorrhage, occurring shortly after delivery, abortion or mole; rapid 
emaciation, intense anemia, erratic high temperature and evidences 
of severe toxic poisoning were all exemplified in the following case, 
which was minutely investigated by Dr. Effie Prowse, and to whose 
description I am indebted in recording the pathological and histo- 
logical appearances. 


The patient, H. R., aged 39, married, was admitted to Mill Road 
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Infirmary on January 18th, 1902, complaining of profuse hemorrhage 
and offensive discharge from the vagina, of three months’ duration, 
accompanied by progressive weakness and emaciation. The pregnancy 
had been apparently normal, terminating in a miscarriage about the 
seventh month. 

On admission. She is a strong and well-developed woman, but 
profoundly anemic, with hemic mumurs at base of neck. Her 
temperature was 99°F. on admission, but soon rose to 105°F., preceded 
by a rigor. Pulse 126. Antistreptococcic serum 20c.c. soon reduced 
the temperature to normal, and she remained in a satisfactory 
condition till February 183th, when a severe flooding occurred, 
followed by severe rigors, and temperature of 105°F. and 106°F. As 
she was seriously ill it was thought desirable to curette the uterus. 
During the operation the hemorrhage was most profuse, blood 
gushing out in an alarming manner. Packing the uterus with gauze 
soon arrested it, and the patient remained free from bleeding until 
March 2nd, when she had another rigor, followed by a sharp rise 
to 105°2°F. 

March 11th. Rigor and rise of temperature to 106°2°F., with 
passage of large clots, very foul smelling. The rigors now continued 
every day, in spite of antistreptococcic serum 20 c.c. daily, and the 
temperature rose to 106°F. 

March 20th. Since the last injection of serum the temperature 
has dropped nearly to normal. She is still very pale and weak, and 
perspires frequently. There is now a soft blowing murmur heard at 
the apex, and evidently mitral. This seems to be due to infective 
endocarditis, and has developed within the last two weeks. . 

From this date to the beginning of June she became steadily 
worse. The rigors continued, the temperature oscillated between 
99°F. and 106°F., and her pulse averaged 120. 

June 8th. She complained of severe pain in the abdomen, with 
vaginal bleeding, and on the following day she died. During the 
last week of the patient’s life it was noticed that the uterus became 
much larger. The cervix appeared normal, but nodular swellings 
were felt bimanually at the fundus. The extremely low condition 
of the patient prevented any operative interference, although the 
diagnosis of deciduoma malignum was made during life. 

Post-mortem examination, made 24 hours after death. Uterus 
much enlarged; the- body had assumed an almost spherical shape, 
and shining through the thin, almost transparent, uterine wall; dark- 
red hemorrhagic-looking tumours were seen. The appendages, 
although slightly congested, appeared otherwise normal. On laying 
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open the uterus the body is seen to consist merely of a thin membrane 
of pale muscular tissue measuring 1 mm. in thickness, enclosing a 
bleeding fungating mass, which corresponds in general outline to the 
original wall of the uterus. This gives the impression that the 
malignant growth had begun at the mucous membrane, and had 
completely replaced the original tissue. On the inner surface of the 
growth, forming an almost complete lining to the cavity is a greenish- 
yellow slough. Filling up the cavity, but adherent only at one point, 
is a large projecting tumour mass, resembling in appearance and 
consistence a placental polyp. This also is covered in places by a 
purulent exudation. 

In the lungs numerous secondary deposits were seen. These 
varied greatly in size, a few being as large as a walnut, but by far 
the greatest number only about the size of a pea. They felt hard 
to the touch, and on section were seen to correspond exactly with 
the primary tumour. A fibrous-looking capsule enclosed each nodule, 
so that they appeared sharply cut off from the surrounding lung 
tissue. An ill-defined area of pneumonia surrounded the tumours. 
The bronchi appeared normal. 

On examination of the heart a few vegetations were found on the 
cusps of the mitral valve. The rest of the organs were apparently 
healthy. 

Microscopical Description. Pieces of the primary tumour, 
including the muscular wall, and of the secondary deposits in the 
lung, were hardened in Plimmer’s solution, and sections cut. In 
the primary tumour no trace of the uterine mucosa was to be found, 
the internal surface being occupied by a mass of necrotic tissue, 
consisting of fibrin, a few spindle cells, blood corpuscles, dense masses 
of leucocytes and a number of badly-stained cocci. These were 
arranged in small chains, but were difficult to demonstrate accurately 
as streptococci. A number of small broken-up protoplasmic masses 
were seen, staining badly, almost entirely devoid of nuclei, and of 
those granules which are so characteristic of the growing syncytium. 
It is to be specially noted that neither here nor in any other part 
of the section were decidual cells present. The uterine glands had 
entirely disappeared, and no trace was found in any section of the 
superficial epithelium. 

Passing further outwards, we come to the true tumour tissue. 
This is seen to be in a state of active growth. As seen under the 
low power, the most characteristic points to be noted are the irregular 
masses of cells forming a coarsely reticular meshwork enclosing large 
hemorrhagic areas. On examining, even with the low power, it is at 
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once apparent that two varieties of cells are present—one kind made 
up of irregular bands, and oval or circular masses of protoplasm, 
containing numerous deeply-staining nuclei, the other of smaller oval 
cells. These cells alone, together with the blood spaces, make up 
the entire mass of the tumour. There is no connective-tissue stroma 
between the cells, and no intercellular structure of any kind has 
been observed. 

On closer examination the protoplasmic bands are seen to corre- 
spond in every respect to the syncytium, already described. On the 
surface which is in contact with the blood, especially in those areas 
where the hemorrhage is most recent, the peculiar ciliated or fringed 
appearance is again noted, and adherent to these fringes a red 
corpuscle may here and there be seen. It may be remembered that 
this appearance is very characteristic of the syncytium covering the 
vesicles in hydatidiform mole, and, in Dr. Prowse’s opinion, is a 
point of great importance as demonstrating the intimate connection 
between these two conditions. 

In many places the syncytium appears spread out into a flattened 
mass with branching processes, or by cross section of a strand, oval 
and circular discs are seen bearing a close resemblance to giant cells. 
The oval or circular processes often contain a group of nuclei closely 
packed together, and as they are always found lying free in a blood 
space, they resemble in every minute particular the syncytial buds 
which are seen not only in sections of hydatidiform mole, but also 
in normal villi, and even more markedly in the early stages of 
the development of the chorion. As the tumour approaches the 
muscular wall there are evidences that this is the growing edge. 
The hemorrhages are more recent, and the cells take on the stain 
more accurately. Masses of cells are seen making their way in 
between the muscular fibres, and at this point the involvement of 
the maternal blood-vessels is seen. The cells approach the wall, 
penetrate into the lumen of the blood-vessel, thence to be carried by 
the blood-stream to some distant part of the body. Sections of the 
secondary deposits in the lung show precisely the same structures 
as those found in the uterine tumour. 

From a careful examination of this case Dr. Prowse is of opinion 
that the condition is one of true carcinoma arising in the chorionic 
epithelium, and parasitic on the maternal organism. 
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Secondary Repair of Complete Perineal Laceration. 


By Cuares G. junior, M.D. (Yale), Lecturer on Gynecology, 
New York Polyclinic, and Assistant Gynecologist to the City 
and Skin and Cancer Hospitals. 


In the July number of the Journal of Obstetrics and Gynacology of 
the British Empire there appeared a most excellen* article by 
Dr. Charles Cullingworth entitled “On the Secondary Operation for 
Complete Rupture of the Perineum.” 

In it frequent mention is made of the importance of keeping the 
vaginal flap of denuded tissue intact, so as to prevent contamination 
of the perineal wound by the vaginal secretions; likewise the import- 
ance of the same procedure in reference to the rectal flap, for even 
more obvious reasons. Yet in drawings 3 and 4 both vaginal and 
rectal flaps are vertically incised for a considerable extent, and 
stitches introduced and tied in the vagina above and the rectum 
below, the very two places where it is most undesirable to have com- 
munication even by sutures with the clean wound area. 

Reference is made to the operative procedures of Emmet, Hegar, 
Tait and Kelly, but no mention is made of the classical operation for 
complete tear devised over ten years ago by Ristine of Tennessee, and 
used extensively in the United States ever since. Because his opera- 
tion, which is one of the cleverest and most satisfactory in plastic 
surgery, seems to be comparatively unknown in the British Empire, 
I beg leave to herewith present it. 

Several features in the technique described and advantages 
claimed for the operation are my own, for which I do not hold 
Dr. Ristine responsible. 

Drawing 1 shows the relaxed vaginal outlet with the retracted 
ends of the torn sphincter muscle denoted by the dimples AA and the 
lowermost caruncule myrtiformes BB, and the lines of incision 
through the vaginal mucosa from C, the highest point on the posterior 
vaginal wall to BB the lowermost caruncula, and thence down along 
the junction of the mucous membrane with the skin to AA the 
sphincter dimples. 

Drawing 2 shows the apron of denuded tissue D, from the posterior 
vaginal wall turned down over the anus, which it covers, exposing the 
field of operation, with the ends of the sphincter muscle dissected 
bare at EE, and the stitches in place. The method of introducing 
the stitches is as follows :— 

Beginning from below upwards, stitch 1 of silk-worm gut enters 
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the skin at X, passes through the sheath of the sphincter muscle over 
to the opposite side, enters the sheath of the muscle on this side and 
emerges in the skin at X. 

Stitch 2 of chromic gut is passed well through the muscular tissue 
of the sphincter ends. 

Stitches 3, 4, 5, 6 and more, if necessary, of silk-worm gut, are 
entered in the skin, passed deeply into the retracted ends of the 
transversus perinei muscle and pelvic fascia and emerge in a similar 
manner on the opposite side. 

Stitches 7 and 8 are passed through the vaginal mucosa and 
fascia. 

The stitches, after all accumulated blood-clots have been removed 
and bleeding points controlled, are then tied in the following order : — 
1, which holds the sphincter ends firmly together; 2, which brings 
the muscular fibres in close apposition; 7 and 8, which carry the 
slight rectocele back into the vagina; 6, which brings together the 
lowermost caruncule BB at Y (drawing 3), the highest point on the 
new perineum to correspond with their original site at the highest 
point of the hymen; 3, 4, 5, are then tied, completing the opera- 
tion. 

The apron of denuded tissue, D, is allowed to hang down over the 
anus, and at some subsequent date, after having fulfilled its function, 
is removed with scissors, under cocaine. In one of my cases, where 
its nutrition had been interferred with by too close a dissection, it 
sloughed off on the tenth day, but without affecting in the least the 
primary union in the wound. 

The advantages of the operation are as follows : — 

The sutures, with the exception of those in the vagina (and these 
I have not found in the least to interfere with subsequent union) all 
enter and emerge through clean, non-secreting tissue, thereby giving 
the minimum danger of wound infection. 

The apron of denuded tissue allowed to remain serves a double pur- 
pose ; by its location it prevents contamination of the wound from the 
rectum, and by that portion retracted into the rectum as cicatrization 
takes place lengthens out the anterior rectal wall, always more or less 
shortened in these cases, by substituting a part of the posterior 
vaginal wall. 

In conclusion, I wish to again take the opportunity of thanking 
Dr. Ristine for the benefit derived by my patients through his 
brilliant achievement, not one of whom has failed to secure primary 
union and complete control of her sphincter muscle from the time 
she came out from under the anesthetic. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


Eclamptic Convulsions Occurring Fourteen Days after 
Confinement. 


CuscaDEN (G.). The Australasian Medical Gazette, August 21st, 1905. 


Ir has been questioned whether convulsions, commencing more than 
two weeks after labour, should justly be included under the term 
puerperal eclampsia. Sir James Simpson recorded a case as such 
when the first attack occurred 58 days, and Bailly one 28 days after 
labour. 

The writer attended a primipara, aged 33, in confinement on 
April 17th, 1905. A healthy male child, weighing 9lbs., was 
delivered with forceps. Convalesence was uneventful until May Ist— 
the fourteenth day—when the patient had two epileptiform convul- 
sions, followed by slight coma. The temperature was raised to 102°F, 
and the pulse rate to 120. The urine contained albumen. On May 9th 
and 10th two less severe fits occurred. On May 18th she had two 
slight fits, lasting only a few minutes. The patient recovered, and 
albumen disappeared from the urine. 

The writer has had good results with thyroid extract treatment. 
Frank E. Taytor. 


Tuberculosis after Pregnancy. 


(Max v.). Minch med. Wcehnschr., 1905. No. 9, p. 417. 


Tue writer comes to the following conclusions : — 
(1) If a woman has tuberculosis, or has a latent focus becoming 
active, the husband ought to be warned of the danger of pregnancy. 
(2) If a latent tuberculosis is becoming active during pregnancy, 
the induction of abortion ought to be carried out unless the wishes of 


the husband or other family circumstances prevent it. 
Atex. McLennan. 


Journal of Obstetrics and Gynecology 


Malta Fever in Pregnancy. 


BatuantyneE (J. W.). The Scottish Medical and Surgical Journal, 
October, 1905. Vol. xvii., No. 4. 


Cases of Malta or Mediterranean fever in pregnancy are of sufficient 
rarity to warrant their being recorded even when as in the present 
instance they are not accompanied by interruption of gestation, or any 
other accident. The author describes the case of a patient, 25 years 
old, who consulted him in August, 1904, within a few weeks of term. 
The illness commenced in December, 1904, with lassitude, slight en- 
largement of the spleen,and fever to 103°5°F.in the evening, dropping 
a degree or two in the morning. This state of things continued for 
six weeks during which time quinine was administered in large doses 
as a therapeutic test, viz., 40 grains in the day, after it had been 
given to the extent of 30 grains daily for several days. As this 
had no influence on the course of the fever, Major Semple tested the 
blood, and'reported that it reacted to the Malta fever test. Quinine 
was not given again. The patient was sent home, and during the 
voyage arsenic was tried with but very little effect. The patient left 
India on January 23rd, 1904, and thereafter the fever was often 
absent for a week or ten days, and lessened month by month. 
During April, 1904, the constipation which had been a prominent 
feature began to yield. During the first 6 or 8 weeks it had been 
extremely obstinate, and very often large doses of jalapine only 
produced a mild action. In June the blood was again tested, but 
no longer reacted to the test. On August 5th normal labour took 
place, and the patient made an uninterrupted recovery. The baby 
was healthy and well nourished. In this case two facts are remark- 
able : —(1) the administration with no serious results of massive doses 
of quinine in the form of intra-muscular injections to a pregnant 
woman who was not suffering from malaria, and (2) the fever lasting 
from the 1st December to the 1st June (for six weeks up to 103°F. 
every evening), without causing any interference in the pregnancy 
which resulted in the birth of a perfectly healthy child. 


G. Levi (Archivio di Ostetricia e Ginecologia, 1904, vol. xi., p. 535; 
discusses 11 cases observed in Tunis in which Malta fever attacked 
pregnant women, and draws the following conclusions : —(1) that it is 
a rare complication, (2) that abortion happens somewhat frequently, 
especialy in the early months, the most common cause being 
high temperature, (2) that the infection may pass from the mother 
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to the child, and (4) that the medicines which are commonly 
employed in Malta fever do not modify the course of pregnancy. 


The author agrees with most of Levi’s conclusions, but points out 
that in his case, long-continued and high temperature in the early 
months, had no effect on pregnancy. 

Malta fever may be a rare complication of pregnancy, but it does 


not seem from Levi’s statistics, that pregnancy confers even partial 
immunity from Malta fever. 


Comyns BERKELEY. 


Pyelonephritis Gravidarum et Puerperarum. 
Opitz (Ertcn). Zevts. fiir Geburts. und Gyndkol. Bd. lv. 


FrnpinG this subject neglected or unsatisfactorily described in text- 
books, Opitz has collected 79 recorded cases, and added to them five 
from the Marburg Klinik, with the object of attempting to arrive at 
definite conclusions as regards the etiology, course and treatment of 
pyelo-nephritis during pregnancy and the puerperium. The paper, 
which occupies about 80 pages, is interesting and well worth reading. 
There is no doubt that pregnancy tends to bring about pyelitis, or— 
to use a term more accurately descriptive of the condition—cysto- 
uretero-pyelo-nephritis. There are three possible methods of infec- 
tion, viz., an ascending infection from the bladder, infection from 
the urine itself, z.e., really an infection from the blood, and thirdly 
infection by way of the lymph channels. The third method is not of 
much importance during pregnancy, but may account for some cases 
of pyelo-nephritis in the puerperium. 

During pregnancy there is frequently dilatation of one or both 
ureters, the right being more commonly affected than the left on 
account of its anatomical position, lying as it does further from the 
middle line than the left, and therefore getting less protection from 
the projecting sacral promontory. 

The urethra always contains micro-organisms, which are very 
likely to get into the bladder during pregnancy on account of conges- 
tion of the mucous membrane and occasional retention. Slight 
attacks of cystitis are far more common in women than in men. The 
valve-like communication between the bladder and ureter usually 
protects the latter from ascending infection, the urine being 
“squirted” into the bladder intermittently, and the opening being 
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always closed except when the stream is passing downwards through 
it. When dilatation of the ureter occurs, however, a very different 
state of things is present, a column of “stagnant” urine filling the 
lower part of the ureter. Guyon and Albarran have shown by their 
researches on animals that when a stagnant column of urine is present 
in the ureter there is really a free communication between bladder 
and ureter, therefore organisms can ascend from the bladder without 
difficulty. 

Tandler and Halbaa in their “Atlas” figure a case in which the 
whole of the pelvic portion of both ureters was squeezed between the 
pelvic wall and the foetal head in a primigravida. In consequence 
of this pressure both ureters were dilated above the pelvic brim, and 
contained a column of stagnant urine. In flat pelves this pressure 
on the ureters is less likely to occur. Kelly considers that kinking of 
the ureter, due to abnormally low position of the kidney may be a 
cause of dilatation during pregnancy. Opitz believes this to be a 
rare explanation. He considers that the uterus presses on the ureter 
as it crosses the brim of the pelvis. The usual obliquity of the uterus 
is to the right, and the dilatation is more commonly seen in the right 
ureter than in the left. If the pressure were exerted by the lowest 
part of the foetus, pyelo-nephritis would be most commonly met with 
in the last two months of pregnancy. This, however, is not the case. 

The frequency with which cystitis is seen after labour explains 
the occurrence of pyelo-nephritis during the puerperium. 

The symptoms usually begin in about the fifth month, often after 
a rigor, pyrexia, rapid pulse, feeling of malaise, pains across the 
abdomen, sometimes vomiting, very frequently headache. The urine 
is diminished in amount, but often shows few chemical or micro- 
scopical changes at first. Later it contains pus, many epithelial cells 
and micro-organisms, the reaction remaining acid. The pain becomes 
more localised, radiating usually from the right loin to the bladder. 
The fever, sleeplessness, pain and toxemia have a very marked effect 
on the patient’s general condition. Delivery is usually followed by 
considerable improvement, but this is sometimes only temporary, and 
the patient is only cured by an operation. It is difficult to speak 
with certainty as to the actual mortality, but it is certain that the 
condition must be looked on as grave, causing some deaths and 
frequently prolonged if not permanent disturbance to health. 

In 23 out of 53- cases spontaneous premature labour occurred. 
Seven out of 60 children were stillborn or died soon after birth. 

Diagnosis is made from the fever, pain, and condition of urine. 
When the temperature is high the urine is small in quantity and low 
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in specific gravity; when the temperature is low the amount and the 
specific gravity are both increased. 

Treatment. If one side only is affected lying on the other side 
will sometimes relieve the pressure on the ureter; if both sides are 
affected the foot of the bed should be raised. Milk diet, large 
quantities of fluid, urinary disinfectants, etc., are, of course, indicated. 
If there be cystitis the bladder should be washed out. 

In cases which are not benefited by the above treatment, two 
other methods must be considered, viz., emptying the uterus and 
operative treatment of the affected kidney. The latter treatment 
should, in the author’s opinion, be reserved for cases in which the 
kidney is practically a bag of pus. 

Induction of premature labour gives comparatively good results 
in less advanced cases. 

It is difficult to do justice in a short abstract to a paper which 
contains so much interesting matter. 

Henry ANDREWS. 


The Indications for Symphysiotomy (Pubiotomy) after Gigli. 
Franqvs (Otto v.). Miinch. med. Wehnschr., 1905. No. 10, p. 441. 


Tue writer of this paper argues that section of the pubic bone ought 
to be performed even in infected cases where the favourable time for 
Cesarean section has passed, and where perforation of a living child 
would otherwise be done. 

McLennan. 


GYNAECOLOGY. 


Olshausen’s Festschrift. 
Zeits. fiir Geburts. und Gyndkol. Bd. lv. 


THe 55th volume of the Zeits. fiir Geburts. und Gyndkol. is a 
“Festschrift” containing articles written by pupils of Professor 
Olshausen in honour of his 70th birthday. The contents of the 
volume, 528 pages, consist of :— 

1. “The results of my ovariotomies during 22 years,” by Heinrich 
Fritsch, in Bonn. 
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2. “The indications and contra-indications of drainage of the 
peritoneal cavity after laparotomy,” by Otto Kistner, in Breslau. 

3. “The scientific basis of the indications for operations on uterine 
fibroids; a contribution to the symptomatology and pathology of these 
tumours,” by Georg Winter, in Kénigsberg. 

4. “Ventro-fixation in displacements of the uterus,” by M. Hof- 
meier, in Wiirzburg. 

5. “On the technique of abdominal extirpation of the carcino- 
matous uterus,” by E. Bumm, in Berlin. 

6. “Involvement of the urinary tract in carcinoma of the uterus 
and its operative treatment, a contribution to the question ‘Abdominal 
or Vaginal Extirpation?’” by Koblanck, in Berlin. 

7. “The border line,” by Carl Ruge, in Berlin. 

8. “ Pyelo-nephritis gravidarum et puerperarum,” by Erich Opitz, 
in Marburg. 

_ 9. “The female bladder and disease of the genital organs,” by W. 
Zangemeister, in Kénigsberg. 

10. “A contribution on the Klinik, and to the surgical treatment 
of chronic inflammation of the adnexa,” by Max Henkel, in Berlin. 

Also 11 shorter papers. 

Abstracts of several of these papers will be published later. 


Henry RvussELL ANDREWS. 


Fibroids and Uterine Cancer. 


Prquanp (G.). Annales de Gynécol. et d’Obstet., July, August, 
September, 1905. 

Tus interesting subject is considered in a lengthy and elaborate 
paper, and serves to throw some further light on the concurrence of 
cancer and fibroids. Up to the present the literature of the subject 
seems to point to the fact that there are two large groups of cases; in 
the one there is a simultaneous development in the uterus of a fibroid 
and a cancer, and in the other the development of cancerous epithelial 
elements in the fibroid itself. The author has laboriously collected a 
vast amount of the more recent literature of the subject, the perusal 
of which cannot fail to be of the greatest interest. 

The mere co-existence of fibroids and cancer is evidently not a 
very uncommon occurrence, and their association may be explained 
in one of three ways :— 

(a) The development of cancer in a fibroid. 

(b) The co-existence of a fibroid and cancer of the body. 

(c) The co-existence of a fibroid and cancer of the cervix. 
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The development of an epithelioma in a fibroid is exceptionally 
rare, and though denied by some authors Piquand states that he has 
been able to collect 44 undoubted cases. In most cases it occurs as a 
secondary epithelioma, the fibroid being invaded from a neighbouring 
cancer which is nearly always a malignant growth of the uterine 
mucosa; exceptionally the growth may spread from cancer of some 
neighbouring organ, particularly the ovary. Very rarely indeed the 
fibroid may be the seat of neoplastic emboli, the infection being a 
lymphatic one even from a distant neoplasm. 

The development of a primary epithelioma in the midst of a 
fibroid seems to be due either to a transformation of the fibro- 
muscular elements into epithelial cells, or to certain epithelial 
elements enclosed in the substance of the fibroid under certain 
circumstances, taking on a malignant change. 

These epithelial elements have a double origin, sometimes they 
appear to be vestigial remains of the Wolffian or Miillerian canals 
which are included in the uterine tissue, or more frequently they arise 
from proliferation of the culs-de-sac of epithelium of the uterine 
mucosa which grow into the tissues of the fibroid. Having reached 
this stage these elements become cut off, and by irregular prolifera- 
tion lead to a primary epithelioma in the midst of the fibroid. 

These epithelial elements may, on the other hand, completely dis- 
appear by atrophic changes or by their proliferation may give rise to 
cystic cavities sometimes of considerable size. 

The co-existence of fibroids and cancer of the body of the uterus 
is not infrequent. Piquand reports 179 cases. Taking 1,000 cases 
of women with fibroids he finds 15 cases complicated by cancer of the 
body, this being eight or nine times more than in women who have 
not got fibroids of the uterus. Thus fibroids appear to favour the 
development of cancer by giving rise to such lesions as chronic 
metritis and endometritis which in themselves favour the growth of 
an epithelioma. The occurrence of cancer of the body and fibroids is 
generally observed in nulliparous women between the ages of 50 
and 60. 

The relation of fibroids to cancer of the cerviz is less clear, never- 
theless it is certain that cancer of the cervix occurs more frequently 
in women with fibroids than in women not thus affected. The author 
has collected 136 cases in which this condition occurred. Fibroids 
appear to predispose even to cancer of the cervix by setting up 
troubles of nutrition and changes in the mucosa of the neck of womb. 
These changes, though less apparent than those of the body, exist in 
a large number of cases even in that part of the cervix covered by the 


332 Journal of Obstetrics and Gynecology 


squamous epithelium. Cancer of the cervix accompanied by fibroids 
is mostly seen in multiparous women between the ages of 45 and 50. 

With regard generally to the clinical symptoms of cancer with 
fibroids, in the early stages, beyond metrorrhagia, leucorrhcea, and 
increased growth of the tumour there is little to be noted. In the 
later stages of the disease hemorrhage in a woman with a fibroid past 
the menopause is very suspicious, and a symptom never to be 
neglected. Sometimes the hemorrhage is small in amount, but 
floodings are not infrequent. Pain is a very late symptom but may 
be very acute and spasmodic in character, emaciation may in the end 
be very rapid. 

In cancer of the body with fibroids the direct examination of 
the uterine cavity after dilatation is very important, and portions of 
the endometrium should be removed for microscopic examination. 

In the cancer of the cervix the diagnosis is necessarily easier 
when once the patient will submit to examination, though a slough- 
ing polypus may be mistaken for a malignant growth. 

The evolution of uterine cancer complicating fibroids is often 
very rapid, especially with cancer of the body. The prognosis is 
extremely grave, both as regards the operation and the question of 
recurrence, and only few cases are on record where complete recovery 
has occurred. 

As regards operative treatment vaginal hysterectomy has given a 
mortality of 9 per cent., but it is only feasible in a certain number of 
cases, and does not allow of the removal of pelvic glands, while for 
large tumours it is impracticable, and recurrence is often rapid. 
Partial abdominal hysterectomy (sub-total) has been performed 19 
times for cancer of the body with fibroids. In most of the cases the 
cancer was only found after the operation, when the uterus was 
opened. In other cases a secondary operation had to be undertaken 
for removal of the cervical stump, which became infected with cancer 
at a later period. 

Complete abdominal hysterectomy has been performed 52 times 
for fibroid and cancer of the cervix with 9 deaths, 68 times for fibroid 
and cancer of the body with 11 deaths, a total operative mortality of 
about 17 per cent. Nevertheless, it seems to be the best method in 
spite of the difficulties of the operation and the frequency of recurr- 
ence. Piquand remarks finally that the frequency with which uterine 
fibroids are complicated by the growth of cancer is a powerful argu- 
ment for immediate operation on all fibroids, even when causing little 


trouble, and especially when occurring at or near the time of the 
menopause. 


C. Husert Roserts. 
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On the Superiority of Abdominal Hysterectomy Over Vaginal 
Hysterectomy. 


HarTMAnn (HENRI). Annales de Gynécol. et d’Obstet., June, 1905. 


AccorDING to the author the abdominal method of performing 
hysterectomy has steadily gained ground during recent years, till at 
the present time it is a better and safer operation than that performed 
per vaginam. 

In support of his views Hartmann brings forward various statistics 
and opines that the success of the operation is due to our increased 
knowledge of asepsis, antiseptics, and technique. 

With regard first of all to operations on the uterine appendages 
he claims better results both immediate and late from the abdominal 
operation, even in suppurative cases. Abdominal infection is easily 
avoided by limiting the field of operation by sterilised compresses in 
the raised pelvic position, while ligature of vessels as they are cut 
(and not en masse), pelvic peritoneal autoplasty combined with re- 
moval of the uterus, give better results both immediate and late. 

Hartmann has practised the abdominal operation in preference to 
the vaginal for years, and gives his results in a series of cases from 
1st September, 1896, to Ist June, 1905. In 201 abdominal operations 
for inflammatory lesions of the appendages there were 3 deaths=1°49 
per cent. mortality; 139 were cases of abdominal castration for 
bilateral inflammatory lesions (98 being suppurative, 41 non- 
suppurative) with 2 deaths from peritonitis; 62 were cases of 
unilateral removal of the appendages (16 suppurative and 46 non- 
suppurative) with one death from parotitis and lung complications. 
In a previous series, January Ist, 1893, to September Ist, 1896, 
Hartmann’s mortality has been 3°22 per cent. He attributes his 
improved results, immediate and late, to better technique, especially 
the separate ligature of vessels, the removal of the damaged uterus, 
and the covering in of all raw surfaces by careful pelvic peritoneal 
autoplasty. Great stress is laid on the latter proceeding, as it lessens 
the risk of infection and avoids the possibility of subsequent adhesions 
which may later lead to so much trouble. 

With regard to fibroids there is no question that the abdominal 
route is the better. The author records 77 cases of hysterectomy 
since September Ist, 1896, with one death or a mortality of 1°42 per 
cent. 

Taking cancer (epithelioma) the author records four radical opera- 
tions performed by the abdomen and three by the vagina. The 
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frequency of recurrence after vaginal hysterectomy leads the author 
to think that in the treatment of cancer simple curettage, followed 
by energetic cauterisation, yields equally good results to that even of 
hysterectomy. As regards the route chosen in hysterectomy for 
cancer, much depends on the fatness of the abdominal walls or the 
narrowness of the vagina, though the latter difficulty may be over- 
come by incisions into the vaginal walls or perineum. Hartmann 
agrees with Segond, de Routier, and de Richelot on the usefulness 
of removing pelvic glands in cancer. The danger in cancer of the 
cervix is its return in the vaginal wall and parametrium, and the 
author thinks that given a suitable case the best operation for cancer 
is that of Wertheim : —removal of the uterus by the abdomen with the 
adjacent parametrium and upper extremity of the vagina. 

Next taking the question of hysterectomy in puerperal infection, 
Hartmann advises the abdominal and not the vaginal route, owing to 
the friability of the tissues and the risks from hemorrhage. He 
appears to make light of the risk of peritoneal infection in such cases. 

Hysterectomy for prolapse is lastly considered. Here again the 
abdominal route is advised, the elongation of the supra-vaginal cervix 
and the vascularity of the peri-uterine tissues renders the vaginal 
operation more difficult than is generally believed. Again the en- 
largement of the uterus either due to fibroids or from other causes, 
make the abdominal route preferable, while it also allows of fixation 
of the cervical stump to the abdominal wall. In either method 
vagino-perineal plastic operations should be performed in addition. 


C. Husert Roserts. 


Involvement of the Urinary Tract in Carcinoma of the Uterus, 
and its Operative Treatment, etc. 


Kostancrn. Zeits. fiir Geburts. und Gyndkol. Bd. lv. 


Tue ureter itself opposes a strong resistance to invasion of its tissues 
by carcinoma, even when it is completely surrounded by a mass of 
growth. The bladder, on the other hand, is often involved com- 
paratively early. Information on the subject is difficult to obtain, 
but all the evidence that Koblanck has been able to collect goes to 
show that in cases where a portion of ureter or bladder has been 
intentionally resectéd during the operation of hysterectomy for 
carcinoma of the cervix, the growth has recurred early, consequently 
he considers that there is not much to be gained by operating on cases 
in which the urinary organs are definitely involved. 
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He goes on to discuss unintentional wounding of the ureter. In 
Tandler and Halban’s “Atlas” it is asserted that the position of the 
ureter in the parametrium is uninfluenced by the freeing of the 
bladder from the uterus. Koblanck investigated this point with the 
help of Saniter on three bodies in the postmortem room. He 
satisfied himself that when the bladder is completely freed from the 
uterus and held up by a speculum after opening the utero-vesical 
pouch, the ureters are so widely removed from the cervix that ligature 
of the parametrium, even as far out as the pelvic wall, can be safely 
accomplished without fear of wounding them. Forcible pulling 
down of the cervix has not the slightest effect on the position of the 
ureters after the bladder has been freed and pushed up. He con- 
siders, therefore, that the statement in the “Atlas” is incorrect. 


The conditions when the peri-cervical connective-tissue is in- 
filtrated by inflammatory products or carcinoma are quite different. 
In this case the ureters are more or less intimately bound to the 
cervix, and blunt separation of them may be impossible. 


In some cases the bladder wall must be injured during attempts 
at separation, whether by the finger or by the knife. Evidence 


obtained by cystoscopy is the most useful in deciding whether the 
bladder is involved or not. 
Henry Russert ANDREWS. 


On Retroflexion. 


VEDELER (B. C.). Nordisk Medicinskt Arkiv, 1904. 


Tue writer has examined the position of the uterus in 7,238 women, 
of whom 834 were virgins, 2,037 nullipare, 913 gravide and 3,416 
pare. The position of the uterus was: 


Virgins. Nullipare. Gravide. Pare. 
Anteversion in 47... T1 ... 
Anteflexion .. L611... 743 ... 1744 


Retroflexion ,, ‘ss 96... 39 ... 440 


Prolapse ian 38 


Anteflexion was thus present in 64 per cent., retroversion in 
20 per cent., retroflexion in 9 per cent., anteversion in 7 per cent. of 
the 7,238 women he examined. 


Vedeler states that if patients can be kept under observation for 
a long period retroflexion may be observed to be spontaneously 
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transformed into anteflexion, and vice versd, and that retroflexion 


may long persist without producing any diseased condition in the 
uterus. 


In parous women the proportion of healthy to diseased uteri in 
the various positions was as follows :— 


Healthy Uteri. Diseased Uteri. 


163=52% 

Anteflexion ............... 1006=58% 

Retroversion ............... SOL 528=57% 

RetroHexion 245=55% 
1474 1942 


This table shows that anteflexion, usually considered to be the 
normal position, possesses the greatest morbidity, whilst retroflexion 
occupies the third place. 

Vedeler objects to fixation of the uterus and pessary treatment, 
and considers that the diseased retroflexed uterus should be treated 
on the same principles as the diseased anteflexed uterus, and that 
in the absence of all symptoms it is immaterial whether the uterus 
occupies a faulty or a correct position. 

Frank E. Taytor. 


Three Rare Forms of Ulcer of the Vagina and Cervix. 
Vautrin. Annales de Gynécol. et d’Obstet., September, 1905. 


Uxcers of the vagina, particularly in its lower portion, have long 
received the attention of gynecologists, especially those due to 
syphilis, tuberculosis, diabetes, carcinoma and the like. Others ac- 
companying the infections, eruptive fevers, erysipelas, lymphangitis, 
furunculosis, and various cutaneous affections have also been 
frequently described. It is, however, rare to find ulcerative lesions in 
the upper parts of the vagina, though attention has been drawn to 
them by the more recent writings of Zahn, Beuttner, and Thompson, 
who have described under the term “round ulcer of the vagina” a 
special variety hitherto almost unnoticed by other authors. Vautrin 
having a case of round ulcer of the vagina under his care, deems the 
case worthy of record as well as two other rare varieties of ulceration 
of the upper part of the vagina which he classes under the heading 
of phagedenic. 

Circular ulcer of the vagina appears to be very uncommon. 
Zahn, in 1894, first described it, and regarded it as analogous to 
circular ulcer of the stomach, and Beuttner, in 1896, recorded eight 
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similar cases. Four other cases have since been reported by Thomson 
and two by the author of the present paper. 

The ulcer as described by Vautrin seems to have a pathology of 
its own, quite apart from other ulcerative changes described in the 
vagina. It is a true ulcer with loss of substance, regular rounded 
shape, rarely larger than a franc piece, and only involves the mucosa. 
The edges are generally sharp and there is little or no surrounding 
induration. The base is flat, reddish, and covered with a purulent 
secretion which is rarely fetid. The ulcer generally occurs in the 
posterior vaginal cul-de-sac. Beuttner’s cases seem only to have 
occurred in advanced age and were only discovered by post-mortem 
examination. Thomson’s and Vautrin’s cases were discovered during 
life and in younger women. 

Little seems to be known of the pathology of “ulcus rotundum,” 
though vascular changes, particularly arterio-sclerosis have been 
described in connection with it. In the author’s cases this was not 
observed, nor were the patients of advanced age or in feeble health, 
and he seems inclined to the view that the ulcer was of trophic origin. 
It is however possible that in some cases infection plays some réle. 
Circular ulcer of the vagina seems to be attended with few symptoms 
apart from the purulent discharge, and as regards diagnosis it must 
not be confounded with syphilis, tuberculosis, epithelioma, or sarcoma 
of the vagina. As regards treatment, circular ulcer of the vagina has 
a tendency to spontaneous recovery. If very chronic the surface may 
be touched with nitrate of silver, chloride of zinc (1 in 10), or tincture 
of iodine. Antiseptic vaginal injections are also of use. The thermo- 
cautery is not recommended. 

The second variety of rare ulceration of the vagina described by 
Vautrin occurred in a young married woman aged 30. There was no 
suspicion of syphilis or tuberculosis. The symptom complained of 
was continuous blood-stained discharge. On examination a very 
curious ulcer of the anterior lip and anterior cul-de-sac was discovered. 
It had deep-cut edges with much surrounding induration, and a 
greyish sloughing base covered with a fetid blood-stained discharge. 
The ulcer rapidly spread and was almost phagedenic in character. 
No drugs were of any avail in its treatment, and thinking that it 
was possibly malignant, the vaginal cervix and surrounding ulcerated 
vaginal wall were finally freely excised, and the patient recovered. 

Microscopic examination showed no sign of cancer, but only those 
of inflammation, ulceration, and necrosis, associated with vascular 
obliteration. A very similar phagedenic condition seems to have 
been described by Clarke in 1821 in his book on “Observations on the 
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Diseases of Females. Vautrin seems to regard the condition as one 
of acute infection analogous to noma. 

The third rare form of ulcer described by Vautrin, which was also 
of a phagedenic nature, occurred in a young hysterical girl of 20. 
For nearly a year she had complained of profuse discharge from the 
vagina, and though no general constitutional disease could be detected 
the patient was evidently very ill. 

On examination there was a very curious shallow ulceration of the 
anterior lip of the cervix and portion of the anterior vaginal wall. 
There seemed to be little surrounding inflammation or induration. 
The base of the ulcer was covered by a purulent secretion, but there 
was no bleeding and on touch the surface appeared insensitive. 
Syphilis and tuberculosis were thought of as causes, and the patient 
was given subcutaneous injections of biniodide of mercury, but with no 
effect. Tuberculosis, either hereditary or acquired, was also 
negatived. A curious change then occurred in the case, and the 
ulcer took a phagedenic action with deep ulceration and gangrenous 
destruction of the cervix accompanied with a very foul discharge. 
While this ulceration was in progress curious plaques of gangrene 
appeared on the body, the first appearing on the left breast, measuring 
eight centimetres in diameter. Other patches appeared on the arms 
and thighs, and were preceded by acute pain and dark areas of 
tumefaction. The gangrene was quite limited and superficial, and 
after slight sphacelation rapidly healed. The subsequent scarring 
was however very marked. Meantime the vaginal and uterine 
ulceration rapidly increased, exposing the base of the bladder and 
pelvic cellular tissue, and very serious hemorrhages occurred from 
time to time, endangering the patient’s life. Suddenly the ulcerative 
process ceased, and cicatrisation rapidly ensued, and for a time the 
patient’s condition improved. Of late (for the patient is still under 
observation) the ulceration has recurred and is of a shallow serpiginous 
type, and has reached the vestibule. No drugs have any effect, and 
the case is in an unsatisfactory condition. The ulceration is not 
attended with pain, and but for the enormous bloud-stained losses the 
patient complains of nothing. Vautrin is inclined to look upon this 
as a nervous lesion, comparable to multiple spontaneous gangrene 
of the skin in hysterical subjects described by Raymond, Truffi, 
Charcot, Kaposi, and others. The other possibility is of course that 
the condition was one of specific bacterial infection. 

The after results of such severe vaginal or cervical ulceration are 


probably grave, since the cicatrisation is severe and may possibly 
lead to dangerous vaginal atresia. 


C. Husert Roserts. 
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Vaginal Cysts. 


Cutten (Tuomas S.). Bulletin of the Johns Hopkins Hospital, 
June, 1905. Vol. xvi., No. 171. 


In this article Dr. Cullen deals with (1) The gross and histological 
anatomy of the vagina. From an examination of many cases, the 
author found vaginal glands in a moderate percentage. (2) The 
embryonic structures that may persist in the vagina which are 
Gartner’s duct, remains of Miiller’s duct, misplaced ureter. Examples 
and illustrations are given of these conditions. (3) Adhesive vaginitis 
causing the vaginal folds to become adherent to one another, leaving 
blind pockets which may have a definite bearing on the future 
development of vaginal cysts. (4) Changes due to injuries resulting 
from parturition. The perineum may have been torn in such a 
manner that little tags of mucosa lie partially detached, and during 
the subsequent healing of the perineum these may be turned in and 
included between the edges of the wound. (5) Alterations in the 
vagina caused by perineal operations. When performing col- 
porrhaphy small pieces of mucous membrane may be left behind 
and closed in when the edges of the incision are sutured. (6) The 
relation of the urethra to the vagina. 

Included in the fifty-two cases described, twenty-six were due to 
a perineal tear or operation, four originated from vaginal glands, 
eleven were derivatives of Girtner’s duct, three were situated near 
the external orifice of the urethra, and in eight it was impossible to 
determine the mode of origin. There is a bibliography and a careful 
analysis of the cases. 


Comyns BERKELEY. 


A New Operation for Hernia of the Pelvic Floor (Procidentia) 
with Report of a Case. 


Critz (G. W.). The Cleveland Medical Journal, July, 1905, and 
The Buffalo Medical Journal, September, 1905. 


Crite’s patient was a multipara, who had a complete hernia of the 
pelvic floor, so that on standing the uterus, vagina, broad and round 
ligaments, rectum, bladder and a considerable portion of the small 
intestine formed a large oval protrusion, extending almost to the 
knees. She was subjected to three operations for its relief, the last 
constituting the “new operation.” ‘The first operation consisted of 
amputation of the eervix with perineorrhaphy and extensive repair 
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of anterior and posterior vaginal walls. Recurrence took place in four 
months. The second operation consisted of vaginal hysterectomy with 
fixation of the round and broad ligaments to the fornix. Recurrence 
was noted after six months. Pryor’s operation of obliterating the vagina 
was suggested, but was rejected by the patient. The third operation 
consisted of laparotomy with suspension of the pelvic ligaments and 
vagina to the abdominal wall. It was performed as follows :—The 
patient was placed in the Trendelenburg position, and the abdomen 
was opened through a long median incision. The hernial contents— 
approximately one-fourth of the entire abdominal contents—were 
reduced. An antero-posterior incision was made across the middle 
of the floor of the pelvis, dividing the vagina into two lateral halves. 
The bladder was separated from the vagina for some distance. An 
incision was then made in the abdominal wall 4 c.m. from the median 
line through the fascia, rectus and peritoneum. One-half of the split 
vagina, along with the utero-sacral and utero-pelvic ligaments, and 
all the other structures of the floor of the pelvis together with the 
round and broad ligaments, was then passed through each lateral 
opening in the abdominal wall, and there fixed by sutures. The 
median incision was then closed. The patient recovered, and 
although she has had a chronic winter cough and has performed her 
household duties there has been no recurrence for over three years. 

Crile considers that the indication for this operation exists 
only in case of complete hernia (procidentia). His records show 
20 operative cases of pelvic hernia, upon which 24 major operations 
were performed, 16 according to prevailing methods, with 25 per cent. 
recurrences, and 8 by the method here described with no recurrences. 
There was no mortality by any of the methods. 

Frank E. Tayror. 


Epithelioma of the Vulva. 


Dirrrick (Howarp). The American Journal of the Medical Sciences, 
August, 1905. Vol. cxxx., No. 401. 


In this paper the author deals very thoroughly with the subject, and 
has made an attempt to cover everything of importance, in the entire 
literature, with a more minute analysis of one hundred and thirty- 
five cases collected from various sources including six from the 
Lakeside Hospital, which are given in detail. 

Frequency. Cancer of the vulva in women is a rare disease. It 
occurred in 0°28 per cent. of the gynecological patients in the 
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Lakeside Hospital, and formed 5°66 per cent. of the cases of 
carcinoma of the female generative organs, which figures represent 
fairly accurately the relative frequency of this condition, for by 
combining 12,192 gynecological patients from various sources this 
disease was found in 0°22 per cent. 

Age. Sarcoma of the vulva occurs earlier than carcinoma. The 
oldest patient was 90 years, the youngest 20, and the average was 70, 
84 per cent. being over 45. The youngest cases on record are 30, 29 
and 20, the last two were confirmed by microscopical examination. 

Etiology. The principal factors usually quoted are mechanical 
injuries and sources of chronic irritation. Although the vulva is 
very often exposed to severe injuries, very few of these accidents are 
followed by malignant disease, and the author considers that much 
more . important predisposing causes are pruritus, leucoplakia, 
papillomata and other sources of chronic irritation. 

Family History. In only one case is there any mention of 
malignant disease in the patient’s family. 

Civil State. 97 patients were married, 8 single, and 10 widowed. 

Symptoms. In the majority of cases the first sign of disease was 
pruritus occurring in paroxysms and sometimes constantly. Pain is 
a late symptom and was the first cause of complaint in only six cases, 
and as a rule it is only as the ulceration advances that the pain is 
severe. Urination is nearly always interfered with, pain and in- 
continence being generally present in the latest stages. There is 
always a discharge tinged with blood from time to time, and in one 
case bleeding was the first symptom. 

Course. Three stages are described, a pretumoural period which 
is accompanied by severe and intolerable pruritus coming on at 
intervals in women who have passed the climacteric. This condition 
is unrecognisable. In the second period a tumour is present without 
any ulceration, commencing as a wart, ora pimple. The third period 
is one of ulceration, the inguinal glands being involved, and death 
usually results from exhaustion. As a rule all the tumours are of 
slow growth, and may be present for months or years without causing 
much trouble, 3 cases being reported that had lasted 8, 16 and 
20 years. Asa rule the patients first apply for treatment six months 
after they have noticed the growth. Without operative interference 
the average duration of the disease is about two years. 

Diagnosis. Epithelioma has to be diagnosed from tuberculosis 
and syphilis, when the disease occurs in the form of a prominent 
tumour it may resemble myxoma, sarcoma or syphiloma. 

Prognosis. This is very grave. If the disease is seen before the 
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inguinal glands are involved, the prognosis is more favourable, and a 
radical operation at this time may give the patient several years of 
absolute freedom. 

Pathological Anatomy. Full details are given with regard to this 
including the microscopical appearances. The disease usually begins 
on the labium majus, and is seen more commonly on the right side. 
There are four histological classes:—(1) scirrhus, (2) medullary 
carcinoma, (3) cancroid, and (4) melano carcinoma. 

Treatment. There are no cases on record where the patient has 
remained free from a recurrence for over six years. The best treat- 
ment consists in early excision of the vulva and extensive dissection 
of the inguinal glands on both sides. The X-rays are of little value, 
occasionally they may alleviate pain. 

An extensive bibliography is appended to this very interesting 
paper. 

Comyns BERKELEY. 


Chorionepithelioma. 


Lockuart (F. A. L.). Montreal Med. Journ., September, 1905. 


Tue writer gives a lucid account of the facts and theories of the 
subject, accepting Marchand’s view of its origin and structure. He 
then records the following case : — 

A married woman, aged 47, was admitted into hospital on 
December Ist, 1904. Menstruation commenced at 16, and had been 
irregular for the last year, the intervals being longer than before. 
There had never been any leucorrhea. She was delivered of a full- 
term child nine years ago, the labour being instrumental. Her only 
other pregnancy terminated in a hydatid mole four years ago—that is 
three and a half years before the onset of symptoms. In June last, 
she began to fail in health, losing strength and weight. At the same 
time a bloody vaginal discharge commenced, which became offensive. 
Examination of the genitals revealed a thin red bloody discharge. A 
greyish ovoid swelling, the size of a hen’s egg, was attached to the 
anterior vaginal wall by a narrow pedicle. The fundus was slightly 
enlarged, hard, rounded, and possessed limited mobility. To the left 
of the uterus was a mass the size of a hen’s egg. 

Removal was attempted, but on examination under ether the 
growth was found to extend to the mass at the left of the uterus. As 
much of the diseased tissue as possible was removed. The curette 


brought away a considerable amount of tissue strongly resembling 
carcinoma. 


by 
4 
He 
i 


Current Interature: Gyneecology 343 


The patient gained health and strength, but in January began to 
fail. ‘Two metastatic growths appeared in the vagina, and one in the 
right labium majus, and subsequently broke down. A foul discharge 
began to flow from the uterine cavity and increased until death. The 
uterus enlarged almost to reach the umbilicus. It was more or less 
smooth, firm and hard, and at times painful. Towards the end, there 
was much dyspnea, palpitation, cachexia, malnutrition, and general 
constitutional disorder. Death occurred on April 2nd; there was no 
autopsy. 

Microscopically the growth consisted of coarse villous projections, 
burrowing into a degenerated and necrosed tissue, containing much 
fibrin and extravasated blood. The cells of the villous consisted of 
syncytial masses, decidual cells and Langhans’ cells, which were 
held together by a scanty supporting tissue of very loose structure. 
Within this loose supporting structure were thin-walled blood spaces 
and capillaries. 

In many places no supporting tissue is seen, but only large 
syncytial masses and cells of Langhans, lying loosely arranged in 
necrotic tissue. 

The writer has also tabulated the cases of chorion-epithelioma, 
which have been recorded from 1900 up to the present day. These 
number 87, of which 27 are reported as “cures” or “ recoveries.” 


Frank E. Taytor. 


Parotitis of Abdominal Origin. 


Cotter (J. M.). The Scottish Medical and Surgical Journal, 
June, 1905. Vol. xvi., No. 6. 


Tue exact etiology of parotitis following disease or injury of the 
abdominal or pelvic contents has remained more or less of a patho- 
logical puzzle. Various explanations of the connection between the 
abdominal lesion and the resulting parotitis have been suggested, 
some maintaining that it is due to direct pyemic infection from the 
abdominal focus, some that it arises from infection in Stenson’s duct, 
whilst others assert that it isdue to the sympathetic connection which 
exists between the parotid and certain abdominal or genital organs, 
as in those cases where orchitis or ovaritis is met with as a sequence 
of ordinary mumps. Dyball, in the Annals of Surgery, December, 
1904, points out that none of the above theories will stand critical 
examination, and thinks that it is due to the action on the glands of 
toxic substances absorbed into the blood and derived from (a) The 
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secretions of certain organs modified by disease or injury; (6) Toxins 
of microbic origin absorbed from the alimentary canal, bladder, etc. ; 
or (c) Products of deranged digestion. Suppuration is not invariable 
but is due to the fact that after such poisoning the gland loses its 
power of resistance and may then be infected through Stenson’s duct 
or by the blood stream. In connection with these theories the author 


relates the history of five cases. 
Comyns BERKELEY. 


Insanity Precipitated by Pelvic Disease in the Female. 
Hieeins (R. R.). Annals of Gynecology and Pediatry, July, 1905. 


TE theory as to the possible connection between pelvic disease in the 
female and insanity, has often been discussed, and the author in this 
paper desires to call attention to the fact that this seems to be a 
field which has been overworked, and which has nevertheless left the 
profession in the dark, as to what should be done to some of these 
unfortunate people. He does not think that psychoses are caused by 
any local lesion, but that they may be precipitated by one, especially 
among women with a neurotic predisposition, who may be classed 
as “‘ border line cases.” He thinks it is folly to hope for a cure from 
any operative measures upon those in whom the degenerative stigma 
are so well marked as found in the large majority of insane patients. 
However, if they are not too greatly exhausted, humanity demands 
that they have every advantage given to all sick people regardless of 
their mental condition. The relation of disease of the female genital 
organs to insanity has long been recognised, but the intimacy of such 
relation has been the subject of wide difference of opinion. The fact 
that there is greater percentage of pelvic disease among the insane, 
than among women sound mentally should at least attract our 
attention. Hobbs of London, Ontario, has investigated the subject 
‘for the past seven years at the asylum in that city. In over 1,000 
‘insane women, he found pelvic disease in 25 per cent., and these were 
treated in the same manner as if they had been sane. All the 
examinations were made under anesthetics, thus eliminating the 
element of suggestion; 41 cases had ovarian disease, in all of whom 
the ovary was removed. Of these 20 recovered within a year after 
the operation, and their average duration of insanity had been 
eighteen months. Ten patients improved mentally, whose average 
duration of insanity had been three years. In 68 cases of uterine 
displacement, mental recovery occurred in 48 per cent. and mental 
improvement in 20 per cent. In 16 cases of tumour of the uterus 
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recovery followed in two, and improvement in six. In these the 
average length of insanity had been from 3 to 5 years. In 60 cases 
of endometritis 19 cases recovered, averaging 15 months insanity. 

Hall reports the examination of 126 insane women with well- 
marked pelvic disease in 92 per cent., and recovery of 25 per cent. 
after operation and improvement in as many more. 

Claus found genital disease in 159 out of 554 cases, and Ripping 
found it in a third of those he examined. It seems from these reports 
that more insane women than sane women have pelvic disease. 

The cases most suitable for operation with reference to the mental 
state are the acute psychoses, next perhaps the chronic melancholics, 
but especially those whose individual histories show little predispos- 
ing taint. 

The author reports three cases, and concludes his paper with a 
plea for a more careful examination of every insane woman who 
presents any evidence or gives a history of having any disease of the 
pelvic organs. 

Comyns BERKELEY. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting Wednesday, October 4th, 1905, W. R. Daxin, M.D., F.R.C.P., 
President, in the Chair. 
A paper on 
Carcino-Sarcoma 


was read by Hurspert R. Spencer, M.D., B.S., F.R.C.P. 

The name carcino-sarcoma has been given to cases in which cancer and 
sarcoma co-exist side by side in the same uterus, sarcoma carcinomatodes 
to cases in which a malignant growth is partly cancerous and partly 
sarcomatous in structure. A case of carcino-sarcoma is described. It 
occurred in the uterus of a sterile married woman, aged 44. Vaginal 
hysterectomy was performed ; recurrence took place within two months of 
the operation. In the case described the two growths occupy the body of 
the uterus, and differ markedly in appearance to the naked eye. Under 
the microscope the cancer is a typical glandular carcinoma; the sarcoma 
is of the small round-celled variety. Abstracts are given of a few similar 
cases which have been published. The published details are too meagre 
to enable one to give a complete clinical picture of the disease, which 
appears to resemble simple cancer of the body in usually affecting sterile 
patients after the menopause. The sarcoma usually arises in the endo- 
metrium, and is lobulated, often polypoid, and, by comparison with 
cancerous growths, smooth upon the surface. The writer has met with the 
co-existence of sarcoma and cancer once out of about ten cases of sarcoma 
of the uterus, and believes, with Gusserow and Opitz, that a careful 
examination of all cases of sarcoma will prove that the association is less 
rare than would appear from the number of published cases. 

Dr. W. S. Hanpiey suggested that the association of sarcoma with 
carcinoma might be due to simultaneous invasion by a parasite of both 
the epithelial and the connective tissues. But it seemed more probable that 
any lump in the uterine wall, whether simple or sarcomatous in character, 
might occasionally so irritate the endometrium as to cause a cancer, in 
much the same way as a carious tooth may cause epithelioma of the 
tongue. He suggested that in the specimen shown the sarcoma might have 
originated from a fibro-myoma. 

Dr. Spencer, in reply, said that he thought it probable that the 
sarcoma had origin in a fibroid, and it was possible, though by no means 
certain, that examination of additional sections might determine that point. 


Ecroric GesTaTIoN WHICH APPARENTLY RupturRED TwICcE. 


Dr. J. C. Houpicu Lercestsr, I.M.S., recorded this case. A Hindustani 
female, aged 35, was admitted to the Eden Hospital, Calcutta, on account 
of severe pain in the left side of the lower abdomen following two missed 
periods. She was detained for nine days and then discharged. But 
two days later she had’ an acute attack of pain in the lower abdomen on 
the left side, and said she fainted. When re-admitted a cystic tumour, 
the size of a large orange, was found to the left and behind the uterus. 
The abdomen was opened, and a distended left Fallopian tube and clots 
were removed. The patient made an uninterrupted recovery. 
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Extra-Urering During tue SixtH Montu oF 
PREGNANCY. 

Mr. H. J. Paterson described the case of a woman, aged 32, who after 
three months’ amenorrhcea suffered from pain in the lower abdomen and 
metrostaxis. The case was diagnosed on admission to hospital as one of 
ruptured extra-uterine gestation with pelvic peritonitis. But after a few 
days the patient’s condition rapidly improved, the internal bleeding 
apparently ceased, and all pain disappeared. The lower abdomen was 
occupied by a globular, tense, elastic swelling which continued slowly to 
increase in size. The last normal period had ceased on January 12th, 1903. 
On July 22nd the abdomen was opened in the middle line. The swelling 
apparently situated in the right broad ligament was separated from 
adherent intestines and incised. The placenta was found on the front and 
upper wall of the sac. The deeper portion of the placenta was slightly 
detached. The placenta was rapidly separated, and a living foetus removed. 
The foetus weighed 114 ozs., and measured 94 inches. It died a few 
minutes after removal. The free hemorrhage was controlled temporarily 
by packing the sac with dry gauze. After a short interval the gauze was 
removed and the sac irrigated with hot water. Many bleeding points were 
clamped and ligatured. About two pints of fairly recent blood-clot were 
removed from the bottom of the sac, but much laminated clot was left as it 
was densely adherent. The sac was secured to the lower end of the 
abdominal wound, and its cavity packed with sterilised gauze. Severe 
vomiting followed. On the third evening the patient’s condition seemed 
desperate. As a last resort three grains of calomel were given, followed 
in a few hours by a turpentine enema. Relief followed. The patient 
made a tardy convalescence. The sinus into the sac persisted for over 
a year, ligatures being discharged from time to time. 

Mr. AtBan Doran considered that packing the sac and ligaturing its 
vessels were often unavoidable. Unfortunateiy the ligatures were apt to 
become infected, especially when the gestation sac was of the posterior tubo- 
ligamentary type, in which case the deeper part of the sac was formed by 
walls of the large intestine. 

Dr. Gatasin thought that a great advantage was gained if it was in 
any way possible to remove the whole placental site. In a recent case, 
operating at about the fifth month and about a week after the death of the 
foetus, he had found it possible, by commencing the separation on the 
unaffected side, removing the whole uterus and tying both uterine arteries 
before interfering with the sac, to remove entire the adherent foetal sac, 
including the whole broad ligament in which it originated. The result was 
that the hemorrhage was controlled after the ligature of the uterine and 
ovarian arteries, an aseptic field was obtained, the abdomen was closed 
without drainage and the patient recovered rapidly without any disturb- 
ance. 

Dr. Amann Rovuru considered that packing the sac with gauze was 
almost invariably followed by infection of the ligatures and a resulting 
sinus. He thought that calomel was more likely to succeed than morphine 
in the treatment of the severe vomiting. 

Mr. Pargrson, in reply, said that complete removal of the sac was 
impossible in this case owing to extensive adhesions between the intestines 
and the outer wall of the sac. The use of ligatures was rendered 
necessary by the large size of the bleeding vessels in the placental site. 
He believed that the old blood-clot at the bottom of the sac became infected 
owing to the close proximity to the rectum. 
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Ovarian DerMorp witH Minute 

Dr. GataBin showed a dermoid cyst of the ovary, 44 inches in diameter, 
the pedicle being only one-sixteenth inch in diameter. The pedicle tore 
through as the mass was being raised, and showed no visible vessels. No 
ligature was required either for the pedicle or adhesions. There was no 
history or appearance of torsion. 


TupaL ABORTION. 

Dr. Gatasin also showed a specimen of tubal abortion which was 
produced by bimanual examination. It was associated with a trivial 
amount of hemorrhage only, and was accompanied by no distinctive 
symptoms. 

Necrosiotic Fisror. 

Dr. Frank E. Taytor showed a fibro-myomatous tumour undergoing 
aseptic necrobiosis or red degeneration. The uterus also shows evidence of 
recent pregnancy. He expressed an opinion that the part played by 
pregnancy in the production of this condition is less than often stated. 

Mr. ALBan Doran remarked that pain without hemorrhage or discharge 
was a well-recognised symptom indicating necrotic change in uterine 
fibroids. 

TuBERCULAR DISEASE OF THE UTERUS. 
Dr. AppInsELL showed the uterus from a tubercular subject of 33. 


Microscopic examination showed tubercle extending from the cervix to the 
fundus. 


BRITISH GYNACOLOGICAL SOCIETY. 


Meeting held Thursday, October 12th, 1905, Dr. Wiuu1am ALEXANDER, 
President, in the Chair. 


Dr. Beprorp Fenwick read notes of a case of 


Putmonary 
occurring directly after removal of a small cervical polypus which had 
caused hemorrhage for two years, in a patient aged 53. She was anemic, 
and had a history of rheumatism; a rough systolic murmur was noted at 
the apex. The operation occupied less than one minute, and there was 
no bleeding. Eight hours later the pulse increased in frequency, and there 
was insomnia and dyspnoea; four hours later the pulse rose to 130, the 
temperature to 102° F., and respiration became rapid and shallow. Death 
occurred eighteen hours after operation. On post-mortem examination the 
tricuspid valves were found diseased; on the edge of one cusp was a 
calcareous nodule about the size of a split pea, from which a decolourised 
clot extended through the ventricle into the pulmonary artery; here it 
bifurcated, one branch extending for two inches into the left pulmonary 
artery, while the other passed one and a half inches into the right, almost 
blocking both; both lungs were oedematous. 
Dr. MacnaucHTon-JonEs showed a specimen of 


Primary TUBERCLE OF THE FALLOPIAN TuBE 


which was removed from a patient, aged 33, for periodic metrorrhagia 
and pelvic pain. The patient had been married one year. There was no 
history of tubercle elsewhere. Odphorectomy was performed with some 
difficulty, owing to the numerous adhesions. On examination tubercles 
were found in the mucosa of both tubes; the right ovary was cedematous 
and the left healthy. 

Dr. Beprorp Fenwick read a paper entitled, 
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Four Years or Hospira ABDOMINAL SURGERY. 
His records extended from March, 1901, to the end of February, 1905, 
and comprised 185 sections altogether, with six deaths. He drew the 
conclusions: (1) That when a fibroid tumour of the uterus fills the pelvis 
in a patient aged 40 or over it should be removed, because in the 
majority of cases it exercises a dangerous pressure on rectum, bladder 
or ureter; (2) when in such a patient the tumour extends only half way 
to the umbilicus, but is hard and nodular, it should likewise be removed, 
because sooner or later it will undergo degenerative changes; (3) when 
the patient suffers from frequent and prolonged losses, uncheckeu by rest 
or medicine, and the uterus is nodular and enlarged to the pelvic brim, 
hysterectomy ought to be performed as the safest and most certain cure 
for the condition. As for cases of tubal disease, he thought the risks 
involved by removal of the affected parts were less than those to which the 
patient was exposed if left alone or treated in less radical fashion. 


NORTH OF ENGLAND OBSTETRICAL AND GYN.ECOLOGICAL 
SOCIETY. 


Meeting at the Medical Institution, Liverpool, on Friday, October 20th, 
1905, Dr. Luoyp Rosgrts, President, in the Chair. 
CARCINOMA OF THE CLITORIS. 

Dr. Luoyp Roserts (Manchester) showed a specimen of this, the 
rarest growth affecting the external genitals, removed from a patient 
aged 31, who had noticed the presence of the growth for about seven years. 
He showed microscopic sections and drawings illustrating the case and 
a similar one which he had reported last year. Attention was drawn 
to the early age of occurrence and to the absence of itching as a symptom. 
In both of these respects the present was in marked contrast to the pre- 
vious case. 

Dr. G. Wuirrie (Liverpool) thought that in cases of this kind the 
itching complained of was a separable accident with no direct correlation 
to the cancerous nature of the disease. 


Ascites 1N Casgs or Myoma 
Dr. H. Bric@s (Liverpool) showed fibro-myomata removed from 
women aged 35 and 40 respectively, and which were characterised by 
ascites. In one case the pedicle was very narrow, and in the other the 
growth was enveloped in omentum which was extensively adherent to 
its surface. Both these circumstances pointed to low vitality of the 
tumour, and it was this, rather than with malignancy, that he was 
inclined to associate the ascites observed in connection with abdominal 
tumours. He mentioned the case of a lady with fibroids who was 
induced to undergo a period of Salisbury treatment, which so lowered 
vitality that ascites supervened, only to disappear when the patient 
returned to her ordinary habits. 

Dr. A. W. W. Lea (Manchester) mentioned a patient, aged 44, who 
had a remarkable degree of ascites together with a growth which filled 
the lower part of the abdomen. This was regarded as a uterine sarcoma. 
The abdomen was opened, which relieved the mechanical results of the 
ascites and permitted the removal of both ovaries. After this operation 
the ascites returned, the tumour shrank, and. the uterus again became 
freely movable. As there was no subsequent change within five years, the 
case was clearly one of fibro-myoma accompanied with ascites. 

Dr. J. W. Martin (Sheffield) had recently seen an innocent ovarian 
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tumour whose pedicle was much stretched, accompanied by a quantity 
of ascitic fluid. This case favoured the view that it was low vitality 
rather than malignancy which determined the occurrence of ascites in 
connection with abdominal growths. 

Dr. Briaes, in reply, compared this condition with the ascites caused 
by cirrhosis of the liver, pointing out that the one was cured by the 
removal of the tumour, while the other could be surgically treated by 
improving the blood supply of the liver. 

Dr. Brices also showed theleft rudimentary horn of a uterus. This 
had been removed on account of persistent pain, and as a safeguard 
against the risk of cornual pregnancy. 

Dr. Brices also showed a large mixed celled sarcoma of the uterus 
removed from a patient aged 35. Five years previously one London 
doctor diagnosed a small fibroid while another diagnosed a broad liga- 
ment cyst. The patient tried “Viavi” treatment, which gained the credit 
of curing her, for a little later a lady doctor found that there was 
nothing abnormal in the pelvis. Two months ago a rapidly growing 
mass was found which filled the pelvis and the abdomen up to the 
umbilicus. In removing this both broad ligaments were dissected and 
the vagina was freely opened. A remarkable feature of the case was 
that the patient had had no pain, no menorrhagia, no metrorrhagia, 
and had, right up to the time of operation, been in the habit of standing 
all day at her occupation. There was no recurrence up to the present time. 

Dr. Brices also showed drawings illustrating two cases of accidental 
hemorrhage. 


RupTURES AND LACERATIONS OF THE VAGINA IN CONNECTION WITH 
PARTURITION. 

Dr. Gorpon W. Firzceratp (Manchester) read the second portion of 
a paper on the above subject, in which he made a clear distinction 
between ruptures and lacerations, and described a number of illustrative 
cases. 

Dr. Brices considered that abnormal conditions of the tissues were 
the really important factors underlying the production of most ruptures 
and a great many lacerations. 

Dr. ForHerGitt (Manchester) mentioned a case which he had seen 
twenty hours after labour in which an extensive rupture of the posterior 
fornix had occurred during the delivery of a patient whose rectum and 
colon were distended with an enormous accumulation of fecal matter. 
This patient died of peritonitis. He also described a case in which a 
laceration of the posterior fornix occurred presumably during the 
extraction of the placenta after the delivery of a small foetus of about 
five months growth. The patient recovered after simple treatment by 
gauze drainage. 

Dr. W. K. Was (Manchester) mentioned a case of complete rupture 
of the posterior fornix during the delivery of a foetus of only six months 
growth. The patient recovered after hysterectomy and repair of the 
injury by the abdominal route. 

Dr. FirzGEzRALp, in replying, emphasised the importance of realising 
the existence of the tissue changes referred to by Dr. Briggs, and urged 
the value of early visual examination in a class of cases in which the 
symptoms were very vague, hemorrhageespecially being relatively 
slight even in very serious cases. He considered that abdominal section 
gave the patient the best chance in all cases in which the peritoneum was 
seriously involved. 
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REVIEWS OF RECENT BOOKS. 


GynAkoLociscHe Diacnostix. By Dr. Max Henkel, Privat-Docent in the 
University of Berlin. Pp. 256, with 66 illustrations. Berlin: 
S. Karger, 1905. Price 6m. 40. 


This book consists of the lectures on diagnosis and diagnostic methods 
delivered by the author in Olshausen’s Klinik in Berlin. It commences 
with the usual anatomical chapter, followed by an exhaustive account of 
the instrumentarium for use in gynecological examination and of the 
methods of investigation of cases. The rest of the book is taken up with 
a systematic description of the signs, symptoms and diagnosis of the 
various diseases of the female pelvic organs. This is done well and 
thoroughly. As an example of the author’s method of treating the subject 
we may consider in detail what seems to be one of the best chapters in 
the work, that on uterine cancer. After discussing briefly the etiology, 
in which considerable importance is ascribed to laceration and chronic 
catarrh of the cervix, the different varieties of uterine cancer are considered 
with their symptoms and differential diagnosis. The distinction between 
carcinoma and ulceration due to tubercle, syphilis, diphtheria or to foreign 
bodies (pessaries) and erosions, abortion, sarcoma and condylomata is fully 
discussed. Next comes the examination of the case with a view to deciding 
if it is amenable to surgical treatment, in which great stress is laid on 
the value of a careful rectal examination. The microscopical methods are 
fully described and illustrated. 

The other sections are treated in an exactly similar way, so that there 
is no need to refer further to them. It may be worth while to note the 
somewhat disproportionate amount of attention which is given to uterine 
displacements; forty pages, or about one-sixth of the whole, is surely 
rather more than their clinical importance deserves. 

As a whole the book is a good one as far as it goes, but we doubt if it 
is worth while to publish a work devoted solely to diagnosis and diagnostic 
methods in gynecology. Lectures of this kind may be very useful to 
students while they are doing their clinical work, but they will scarcely 
require a text-book of this limited nature as well. We can understand the 
need for a book on gynexological pathology, for a general text-book cannot 
be burdened with all the details which ought to find a place in such a work, 
but diagnosis and treatment ought to be studied together, and we can see 
no useful object to be gained by divorcing them. 


A Text-Boox or Ossterrics. By Adam H. Wright. Pp. 591, 224 
illustrations. New York and London: D. Appleton and Co., 1905. 
Price 18s. 


Prof. Wright divides his book into two parts—(1) Physiological 
Obstetrics, and (2) Pathological and Operative Obstetrics. 

This work, which has been written for students and practitioners, aims 
most particularly in describing minutely the treatment of the more 
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important subjects, such as the management of pregnancy, normal labour, 
the puerperium, the management and feeding, especially artificial feeding, 
of the child, and in this the author has been very successful, the chapters on 
these subjects being among the best in the book. Likewise, under Part 2, 
in most cases full and definite directions are given for the treatment of 
emergencies which may arise during pregnancy, labour and the puer- 
perium. 

The different theories concerning the causes of the various abnormalities 
have been eliminated, and, in fact, the causes themselves in many cases 
are conspicuous by their absence, but, whereas the omission of theorising 
in a book such as this is no doubt a good thing, we think that in those 
cases where the causes have been determined they should be given. The 
book is very well and plainly written and contains a large amount of useful 
information. 

We presume that Prof. Wright has embodied in his book the usually 
accepted views of his countrymen on the subjects dealt with, and that 
being so, it would seem that the views of Canadian obstetricians 
differ considerably in many important details from those of obstetri- 
cians in other parts of the world, especially in this country, while 
there are ore or two important omissions that will doubtless 
be corrected in the next edition. There is no description of the 
hymen, although the rest of the genital organs are described, and 
as is well known, this structure has occasionally proved an obstruc- 
tion to labour, whilst a knowledge of its appearance, both before 
and after child-birth, is expected of the student. In the account of the 
development of the ovum it is disappointing to find the terms decidua 
reflexa and serotina retained when capsularis and basalis are available 
as being much more in accordance with modern investigation. 

No account is given of the structure of a chorionic villus, although its 
microscopical appearance may be the only means of telling whether the 
woman has been pregnant when she passes a clot or other substances. 

In discussing the functions of the placenta on one page the epithelium 
of the chorionic villi is stated to have nutritive and excretive properties, 
whilst on the opposite page it is stated that this epithelial covering is 
partially, if not wholly, absorbed, and that because of this thin layer the 
two currents of blood—maternal and foetal—are able to interchange their 
gaseous and nutritive properties, the latter statement being more in 
accordance with facts. 

The measurements given in the letterpress of the foetal skull diameters 
and the points between which they are measured differ materially from 
those shown in the illustration, which may puzzle the student, whilst the 
bimastoid, face, super-sub-parietal diameters are not mentioned, although 
all three have most important bearings on the mechanism and treatment 
in contracted pelvis. 

On page 178 the normal method of delivery of the aftercoming head 
in breech presentation is stated to be extension, and in discussing the 
treatment of face presentation in a generally contracted pelvis the author 
advocates version as the best treatment, but fails to point out that this 
is contrary to the teaching of most recognised authorities. The author 
thinks that the proper treatment for intra-peritoneal rupture of a tubal 
gestation is operative, and states that most obstetricians are of his opinion. 
This latter statement is open to some doubt, since an increasingly large 
number of authorities now consider that unless the woman is obviously 
bleeding to death, she has a better chance by being treated with rest. This 
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question is of such importance and has been discussed so fully of late years 
that in the next edition a little more prominence might be given to it. 
There is no treatment set down for advanced ectopic gestation, and the 
prophylactic treatment of puerperal fever should be amplified. 

In Fig. 48 the position marked out for the fundus of the uterus at 
the fifth month is much too low, and in discussing the treatment of 
placenta previa we notice the author considers that bi-polar version 
through an os that will admit fingers is easier of performance, and less 
liable to produce sepsis than the introduction of De Ribes’ bag, a view 
contrary to that held by most authorities. 

There are several other matters of a similar nature which we have no 
space to discuss, but we hope before Prof. Wright issues a second edition 
of his book, which will surely be wanted, he will think fit to make 
certain alterations or modifications, since as it stands now, although it 
may be a safe guide for their examination to Canadian students, it would 
hardly be so for their English brethren. 
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INDEX OBSTETRICUS. 


A.—OBSTETRICS. 


I. PREGNANCY—ANATOMY, PHYSIOLOGY, PATHOLOGY. 


ABORTION, several considerations concerning. 
Cumston (CHARLES GREENE). Amer. Gynecology and Pediatry, August, 1905. 
Vol. xviii., No. 8. 
ABORTION, statistics concerning. 
Dot&ris (J. N.). Amer. Gynecology and Pediatry, August, 1905. Vol. xviii., 
No. 8. 
ALBUMINURIA AND EcLaMPsia occurring in pregnancy, a discussion on the treatment of. 
Boxatt AND OTHERS. Brit. Med. Journ., September 28rd. 
ALBUMINURIA IN PREGNANCY, and artificial abortion. 
Veit. Berlin. klin. Wehnschr., July 3rd, 1905. 
Amniotic Banps and multiple malformation of the face and cranium. 
AUDEBERT (J.). Annales de Gynécol. et d’Obstét., June, 1905. 
Amniotic Banps, true and apparent transposition of large portions of the body 
after strangulation by. 
AHLEFELD. Monats. fiir Geburts. und Gyndkol. Bd. xxii., Ht. 2. 
Amniotic EpitHELIvum, histology of. 
Bonni (J.). Zentral. fiir Gyndkol., 1905. No. 35. 
Amniotic Fotps anD Twists or UmBiLicat Corp in relation to the causation of club 
foot and peripheral palsies. 
JOACHIMSTHAL and CassIRER. Deuts. med. Wcehnschr., August 3rd, 1905. 
APPENDICITIS AND PREGNANCY. 
WessTER (J. CLARENCE). Surgery, Gynecology and Obstetrics, July, 1905. 
APPENDICITIS COMPLICATING PREGNANCY. 
Coz (Henry C.). Surgery, Gynecology and Obstetrics, July, 1905. 
CANCER OF THE CERVIX AND PREGNANCY; abdominal hysterectomy. 
Potiosson (Auc.). Annales de Gynécol. et d’Obstet., August, 1905. 
CANCER OF THE CERVIX, two cases of, complicated by pregnancy. 
Turner. Lancet, October 7th, 1905. 
CARCINOMA OF THE VAGINA, primary, complicating pregnancy. 
Cova (Encore). La Ginecologia, July 13th, 1905. 
CerrvicaL Cancer, the treatment of, in the last two months of pregnancy. 
Wuson (T.). British Med. Journ., September 28rd. 
Corp, case of entwining and knotting of, in twins, contained in a common amnion. 
Sonntac (Pavt). Inaugural Dissertation, Leipzig, February, 1905. 
DecipvaL REACTION OF THE CERVIX, a contribution on the. 
Houmerer. Monats. fiir Geburts. und Gyndkol. Bd. xxii., Ht. 3. 
DIABETES DURING PREGNANCY, a case of. 
Dourizvx. Bulletin de la Soc. d’Obstét. de Paris, May 18th, 1905. 
DIACHYLON AS AN ABORTIFACIENT. 
Stones (G. J.). British Med. Journ., July 15th, 1905. 
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Ectampsia, a case of, with death from peritonitis, due to rupture of an abscess in 
the spleen. 
Leicester (Houpicu). Lancet, September 16th, 1905. 
Ectampsia, pathology and treatment of. 
Byers. Lancet, September 9th, 1905. 
Ectampsia, remarks on the biological theories of. 
Lapyarpr. Zeits. fiir Geburts. und Gyndkol. Bd. liv., Ht. 2. 
Ectampsia, the treatment of. 
Newet (F. 8.). Amer. Journ. Obstet. 
EcLaMPTIC CoNVULSION occurring 14 days after confinement. 
CuscaDEN. Australasian Med. Gazette, August 21st, 1905. 
FartaL-HEART Sounps, further experiences in early hearing of the. 
Sarwey. Deuts. med. Wchnschr., August 17th, 1905. 
Fatvus Papyracevus In Twin PREGNANCY. 
HAwNEL (ALEXANDER). Inaugural Dissertation, Halle, January, 1905. 
Fatus PapyRacevs IN Twin PREGNANCY; one chorion. 
Acconci (G.). Annali di Ostet. e Ginecol., July, 1905. 
Gastric Moriuity in the puerperium and in pregnancy, a contribution to the study of. 
Fossati (G.). Annali di Ostet. e Ginecol., July, 1905. 
“GESTATION,” a new article on. 
Herrcort (A.). Annales de Gynécol. et d’Obstét., September, 1905. 
HyciEne of the mother before the birth of her child. 
BALLaNTYNE. Practitioner, October, 1905. 
HypEREMESIS GRAVIDARUM. : 
Wittams (J. Zentral. fiir Gyndkol., 1905. No. 30. 
IMPLANTATION oF Younc Human Ova, on the relation between maternal and fetal 
elements in the place of. 
Vorcr. Zeits. fiir Geburts. und Gyndkol. Bd. liv., Ht. 1. 
Matta Fever in PREGNANCY. 
BALLANTYNE (J. W.). The Scottish Med. and Surg. Journal, October, 1905. 
Vol. xvii., No. 4. 
NEPHRECTOMY, two cases of pregnancy after 
Batini (E.). Annali di Ostet. e Ginecol., July, 1905. 
OsTEO-MALACIA, uncured in spite of castration and continued treatment with phos- 
phorus. 
Ze1z. Inaugural Dissertation, Munich, February, 1905. 
OvarIAN Cystoma, free, complicating pregnancy. 
Satvatore. Annali di Ostet. e Ginecol., August, 1905. 
PERITYPHLITIS AND PREGNANCY. 
Gauss. Deuts. med. Wehnschr., July 6th, 1905. 
Piacenta, ANOMALIES OF ITs StRucTURE IN Hypoprastic 
Scuarrer. Archiv fiir Gyndkol. Bd. lxxvi., Ht. 1, 8. 1. 
PLACENTA, AUTOLYSIS OF. 
Basso. Archiv fiir Gynakol. Bd. Ixxvi., Ht. 1, S. 162. 
Puiacenta, cystic change in. 
Runce. Archiv fiir Gyndkol. Bd. \xxvi., Ht. 1, 8. 29. 
PREGNANCY AND TUBERCULOSIS. 
Matspary (G. E.). Amer. Journ. Obstet., July, 1905. 
PreGNnancy developed in an ante-latero flexed uterus, mistaken for extra-uterine 
pregnancy. 
Frevux (G.). Annales of Gynecology and Pediatry, July, 1905. Vol. xviii., 
No. 5. 


356 Journa of Obstetrics and Gynecology 


PREGNANCY in an undeveloped cornu uteri. 
Werte. Archiv fiir Gyndkol. Bd. lxxvi., Ht. 1, 8. 48. 
PYELO-NEPHRITIS IN PREGNANCY AND THE PUERPERIUM. 
Opitz (EricH). Zeits. fiir Geburts. und Gyndkol. Bd. lv. 
Rupture or Utervs through the scar of oblique fundal incision. 
Scuinx. Zentral. fiir Gyndkol., 1905. No. 32. 
SyncyTium, trophoblast, and decidua, their common origin from the uterine epithelium, 
and the mode of fixation of the ovum. 
SraMent. Archives Italiennes de Biologie. Tome xliii., Fasc. 1. 
Tox2mIa, clinical types of. 
Epear (J. Cuirron). Surgery, Gynecology and Obstetrics, July, 1905. 
Toxzmia of pregnancy with vomiting. 
MacDonatp (E.). Amer. Journ. Obstet., September, 1905. 
TUBERCULOSIS OF LaRYNX, is it an indication for the interruption of pregnancy? 
Kourtner. Berlin. klin. Wehnschr., July 17th, 1905. 
Twin Priacenta with common amnion. 
v. Wenczex (TH.). Zentral. fiir Gyndkol., 1908. No. 32. 
UmpinicaL VESSELS, on the anatomy and physiology of the. 
Bonn. Zeits. fiir Geburts. und Gyndkol. Bd. liv., Ht. 1. 
Urinary RETENTION DURING PREGNANCY. 
Corner (M. C.). Brit. Med. Journ., August 12th, 1905. 
UTERO-PLACENTAL HETEROLYSIS. 
Frerroni. Annali di Ostet. e Ginecol., August, 1905. 
VesicutaR Motz, on changes in the ovary in cases of. 
Pinto (C.). La Ginecologia, May 31st, 1905. 
VomiTING AND Puruisis, the interruption of pregnancy for severe. 
Ruce. Berlin. klin. Wehnschr., August 14th, 1905. 
VomirTING, pernicious, of pregnancy. 
Wits (J. WuitRipcE). Surgery, Gynecology and Obstetrics, July, 1905. 


II. LABOUR, INCLUDING OBSTETRIC OPERATIONS. 


ABDOMINAL ToTaL ExTIRPATION of the uterus during labour. 

Gutsrop (OrTo). Zeits. fiir Geburts. und Gyndkol. Bd. lv. 
Amnion, labour in abnormal conditions of the. 

BaRDELEBEN. Zeits. fiir Geburts. und Gyndkol. Bd. liv., Ht. 2. 
BinDer, a new obstetric. 

Ernst (J.). Zentral. fiir Gyndkol., 1905. No. 32. 
Bossi’s Ditator, remote results of the use of. 

LIcHTENSTEIN (Fiorvs). Inaugural Dissertation, Berlin, February, 1905. 
C2sAREAN SEcTION, on the indications for and technique of. 

Davser. Zeits. fiir Geburts. und Gynakol. Bd. liv., Ht. 2. 
CsarEAN SECTION, report of seven cases of. 

VoorHess (J. D.). Amer. Journ. Obstet., August, 1905. 
Casarean Section Scar, rupture of, during subsequent pregnancy. 

Wertu. Berlin. klin. Wehnschr., July 3rd, 1905. 
C2sarEAN Section Scars, spontaneous rupture in old. 

PrisMann (Fritz). Zeits. fiir Geburts. und Gyndkol. Bd. lv. 
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CasaREAN SECTION, uterine fibroids and ovarian tumours as indications for. 
KatimorcEn (W.). Zeits. fiir Geburts. und Gyndkol. Bd. lv.’ 
CHROBAK’s PELVIS, on. 
Kuica. Beitrdge zur path. Anatom. und zur allgem. Pathol., 7th supplement. 
Festschrift for Prof. Arnold. 
ConsucaTA VERA, a new method of indirect measurement of the. 
Mirto (F.). La Ginecologia, July 31st, 1905. 
CONJUGATE, on instrumental direct measurement of the obstetric. 
Gauss. Zeits. fiir Geburts. und Gynakol. Bd. liv., Ht. 1. 
DECAPITATED HEAD, new method for the delivery of. 
Bensincer (M.). Zentral. fiir Gyndkol., 1905. No. 30. 
Forcers ON THE BREECH. 
Gauss (C. J.). Zeits. fiir Geburts. und Gynakol. Bd. lv. 
FRACTURE OF CLAVICLE in vertex presentation. 
Havcu (E.). Zentral. fiir Gyndkol., 1905. No. 33. 
H2MORRHAGE IN THE THIRD Stace or Lazour, on the prevention of serious. 
AHLFELD. Zeits. fiir Geburts. und Gyndkol. Bd. liv., Ht. 1. 
Hesotomy, topography and technique of. 
Settuem (H.). Zentral. fiir Gyndkol., 1905. No. 36. 
HYPERTROPHY OF CERVIX, labour complicated by. 
Haacn (Tu.). Zentral. fiir Gyndkol., 1905. No. 35. 
Lasrum Magus, Hamatoma or, during labour. 
Jones (J.). Brit. Med. Journ., October 14th, 1905. 
MEcHANISM oF LazouR, significance of physical pecularities of foetus in. (Discussicn 
on H. Sellheim’s article). 
OsTERMANN (H.). Zentral. fiir Gyndkol., 1905. No. 36. 
Myoma Operations during pregnancy and labour. 
THorn. Miinch. med. Wehnschr. No. 34. 
OssTETRICAL Cases, notes of eight interesting. 
JARDINE (RoBert). Glasgow Medical Journal, August, 1905. 
OxsstRucTED Lasour. Is widening of the pelvis a justifiable operation? 
Sertuem (H.). Zentral. fiir Gyndkol., 1905. No. 35. 
OsTE0-Matacta, a case of puerperal, Caesarean section and bilateral odphorectomy : 
recovery. 
Rossier (A.). Annales de Gynécol. et d’Obstét., August, 1905. 
OVARIOTOMY, VAGINAL (dermoid cyst), a case of, during delivery. 
GetstHorveL. Monats. fiir Geburts. und Gynekol. Bd. xxii., Ht. 2. 
PELVIS, FEMALE, on the statics and mechanics of the. 
Jaxs. Zeits. fiir Geburts. und Gyndékol. Bd. liv. Ht. 2. 
PERINEUM IN Lasour, a method of guarding the. 
Catz (W. J.). Brit. Med. Journ., September 16th. 
Post-PARTUM H @MORRHAGE. 
Jounson (J. T.). Amer. Journ. Obstet., 1905. 
PsEUDO-ACHONDROPLASIA Gigli’s operation. 
Porak (M.). Bulletin de la Soc. d’Obstet. de Paris, May 18th, 1905. 
Pusiotomy, subcutaneous. 
Watcuer (G.). Zentral. fiir Gyndkol., 1905. No. 36. 
Pusioromy, the diameters and morphology of the pelvis in. 
Cusmano (F.). La Ginecologia, August 15th, 1905. 
QUADRUPLETS, a case of. 
Roserts. The Australasian Medical Gazette, June 20th, 1905. 
QUADRUPLETS, a case of. 
Roserts (L. W.). Brit. Med. Journ., September 16th. 
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Retraction anD INTERNAL Os. 
Martin. Archiv fiir Gyndkol. Bd. lxxvi., Ht. 1, S: 112. 
Suppen Dzatx during or immediately after the termination of Pregnancy or operations 
on the pelvic organs in women. 


Davis (Epwarp P.). Surgery, Gynecology and Obstetrics, July, 1905. 
TRANSVERSE PRESENTATION, the cause of. 


‘Kermavner (E. F.). Zentral. fiir Gyndkol., 1905. No. 34. 
VaGInaL CaSAREAN SECTION, its indications, advantages, and technique. 


Fry (Henry D.). Surgery, Gynecology, and Obstetrics, July, 1905. 
X1pHopPAGI, on birth and separation of. 


Jotty (Rupotpx). Zeits. fiir Geburts. und Gyndkol. Bd. lv. 


III. PUERPERIUM. 


Hycrene, in labour and puerperium, the new claims of. 
Exste1n. Wiener med. Presse. No. 38. 
‘Mammary affections and their influence on lactation. 
JEANNIN and BaRueRIN. L’Obstétrique, July, 1905. 
MortHer’s MILxk, some points regarding, in the early weeks of infant life. 
HANDFIELD-JoNES. Practitioner, October, 1905. 
PracentaL Remains, difficulties in giving legal opinion about. 
Kistner. Berlin. klin. Wehnschr., July 3rd, 1905. 
PUERPERAL Fever (a case of) : pure staphylococcus poisoning. 
Scuwewtz (J.). Annales de Gynécol. et d’Obstét., July, 1905. 
PUERPERAL FEVERS in obstetric practice, the fight against. 
Exste1n. Wiener. med. Presse. No. 35. 
PUERPERAL FEVERS, treatment by intravenous collargol injections. 
Osterton. Deuts. Archiv fiir klin. Med. Bd. |xxxv., Ht. 1 and 2. (Prof. 
Fiedler’s Festschrift.) 
PUERPERAL Morsipity, has preliminary cleansing of the vagina any influence on? 
AHLFELD. Zeits. fiir Geburts. und Gyndkol. Bd. liv., Ht. 1. 
PUERPERAL PERITONITIS, in the treatment of free, by laparotomy and drainage. 
Kownarzxt. Berlin. klin. Wehnschr., July 24th, 1905. 
PUERPERAL Py=MIA, operative treatment of. 
Bum. Berlin. klin. Wcehnschr., July 3rd, 1905. 
PUERPERAL Sepsis, on an occasional exciting agent of (a bacteriological study). 
Martini. Deuts. med. Wehnschr., August 17th, 1905. 
PuERPERAL Sepsis, polyneuritis following. 
Worstey (R. C.). Brit. Med. Journ., October 14th, 1905. 
PUERPERIUM, increase of hemaglutinin during. 
Scuenx. Miinch. med. Wehnschr. No. 34. 
Putmonary Diseases in the puerperium, especially thrombosis and embolism. 
Leopotp. Deuts. Archiv fiir klin. Med. Bd. lxxxv., Ht. 1 and 2. (Festschrift 
Prof. Fiedler.) 
TEMPERATURE AND Putss, the high rate of normal, throughout the puerperium. 
Tweepy (E. H.). Brit. Med. Journ., September 28rd. 
TEMPERATURES during the puerperium. 
Duncan (J. W.). Brit. Med. Journ., August 19th, 1905. 
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IV. FETUS AND NEW-BORN CHILD. 


Acagpiac Fartvs. 
Guapstong. Journ. Anat. and Physiol., October, 1905. 
Acarpiac Fa:tus of rare form, the circulatory and anatomical abnormalities of. 
CaMpBELL (Matcotm). Lancet, September 30th, 1905. 
ANENCEPHALIC Monster, case of. 
Paramore. Lancet, October 14th, 1905. 
ARTIFICIAL FEEDING OF INFANTS. 
Cauttey. Practitioner, October, 1905. 
CHONDRO-DYSTROPHIA Feratis, or achondroplasia. 
JoserH. Lancet, July 22nd, 1905. 
CHONDRO-DYSTROPHY Fartatis (Achondroplasia). 
Mitten. Amer. Journ. Med. Sciences, July, 1905. 
Consuttations for infants in France. 
Rosinson (LeonaRD). Practitioner, October, 1905. 
Convutsions in early infancy. 
THomson (JoHN). Practitioner, October, 1905. 
Convutsrons, infantile. 
Rei (J.). Brit. Med. Journ, September 9th. 
Cryoscopy oF THE URINE in the new-born, healthy and infected. 
Prerra and DE LA LANDE. Bulletin de la Soc. d’Obstét. de Paris, May 18th, 1905. 
Diseases OF InFancy (other articles besides these mentioned). 
Practitioner, October, 1905. 
HERMAPHRODITISMUS VERUS. 
Merxner. Zeits. fiir Heilkunde. Bd. xxvi., Ht. vii., July, 1905. 
INFANT-FEEDING, the use and abuse of condensed milk and patent foods in. 
Stitt (G. F.). Practitioner, October, 1905. 
Inrant Mortatity in the industrial town of Creusot, note on the causes of the small. 
Pinarp (A.). Annales de Gynécol. et d’Obstét., September, 1905. 
InFANTILE DIARRHEA. 
SUTHERLAND. Practitioner, October, 1905. 
INFANTILE Mortatity, statistical study. 
NewsHoitme. Practitioner, October, 1905. 
INTESTINAL PERFORATION in a new-born baby. 
JEANNIN and CaTHata. Bulletin de la Soc. d’Obstet. de Paris, May 18th, 1905. 
MALDEVELOPMENT OF THE URoO-GENITAL SysTEM, an unusual, of a stillborn female 
foetus. 
Inu (Otro). Zeits. fiir Geburts. und Gynakol. Bd. lv. 
MorrTatity AND Morsipity at Milan in the first year of life. 
Grassi. Annali di Ostet. e Ginecol., August, 1905. 
Mortatity or InFAnts, influence of feeding on. 
Howarrn. Lancet, July 22nd, 1905. 
Frepine or INFAnNTs. 
McCugary. Practitioner, October, 1905. 
New ty Born, on the physiology of the. 
Lanvois. Monats. fiir Geburts. und Gyndkol. Bd. xxii., Ht. 2. 
PrematTourRE Inrants, on the vitality of. 
Ostremw. Monats. fiir Geburts. und Gyndkol. Bd. xxii., Ht. 1. 
SIRENOMELIAN MonsTER. 
MoorHeaD. Journ, Anat. and Physiology, July, 1905. 
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SusstituTe FEEDING IN InFants. 
Sanperson-Wetts (T. H.). Brit. Med. Journ., July 8th, 1905. 
Suckiine¢s, cliniques for, their results. 
Bouvin. L’Obstétrique, July, 1905. 
Suckiincs oN THE DgaTH-RATE, the influence of cliniques for. 
Mocguot. L’Obstétrique, July, 1905. 
Suprapusic CysToToMy IN CHILDREN. 
Cumston (CHARLES GREENE). Annals of Gynecology and Pediatry, May, 1905. 
Vol. xviii., No. 5. 
TERATOLOGICAL LITERATURE, report on recent. 
Winnie. Journ. Anat. and Physiology, July, 1905. 
Umpiticat Corp, ligature of and diseases of. 
Hartz. Monats. fiir Geburts. und Gynakol. Bd. xxii., Ht. 1. 


V. VARIOUS. 


MIDWIFE AND GENERAL PRACTITIONER. 
Kaye (J. R.). Brit. Med. Journ., September 16th. 
Mripwirery, trend of modern. 
Parpy. Australasian Medical Gazette, July 20th, 1905. 
OssTeTRIC VIEWS THAT NEED REVIEWING: Parts i., ii., iii. 
SrepHenson (WittiaM). The Scottish Med. and Surg. Journal, Aug., Sept., 
Oct., 1905. Vol. xvii., Nos. 2, 3, 4. 
Reticio OssTerRici : an address. 
Srupson (A. R.). Brit. Med. Journ., August 12th, 1905. 
TARNIER MONUMENT INAUGURATION. 
Obstetrique, July, 1905. 
Tue Osstetric Scoot or Miran in the eighteenth century. 
Annali di Ostet. e Ginecol., July, 1905. 
v. WincKeEL’s HanDBOooK OF OBSTETRICS. 
Dovertein. Zentral. fiir Gyndkol., 1905. No. 33. 


B.—GYNAECOLOGY. 


I. OVARIES AND FALLOPIAN TUBES. 


CANCER OF OvARY AND CANcER oF UTERUS. 
Detauny. Bulletin et Mém. de la Soc. Anat. de Paris, May, 1905. 
CarctinoMA Ovarit, remarkable case of. 
BacmGaRTEN. Arbeiten auf dem gebiete der Path. Anat. und Bakter. aus dem 
Path. Anat. Instit. zu Tiibingen (Baumgarten), October, 1905. Bd. v., Ht. 2. 
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CHRONIC INFLAMMATORY DISEASES OF THE UTERINE APPENDAGES, a contribution to the 
surgical treatment of. 
Henxkex (Max). Zeits. fiir Geburts. und Gyndkol. Bd. lv. 
Dermorip Cyst oF Ovary; sarcomatous change; spontaneous rupture. 
Lorrain. Bulletin et Mém. de la Soc. Anat. de Paris, May, 1905. 
Dermor1p Cyst or THE Ovary in a child. 
JALLAND (W. H.). Brit. Med. Journ., August 12th, 1905. 
Emsryoip Tumours of the ovary, on primary malignant degenerating cystic. 
Lupwic. Wiener klin. Wehnschr., July 6th, 1905. 
EPITHELIOMA OF THE TusEs, primary. 
(Maurice). Annales de Gynécol. et d’Obstét., July, 1905. 
FIBRO-SARCOMA OF THE RicHtT Ovary, associated with carcinoma of the cervix, 
case of. 
Hessex (WitHELM). Inaugural Dissertation, Minchen, February, 1905. 
H2MORRHAGES FROM TorRSION or OvariIAN Cysts. 
DanieL. Revue de Chirurgie, October, 1905. Tome xxxii. 
HERNIA OF THE TUBE AND Ovary, labial, congenital. Radical cure at the 7th month. 
Macé& and Moncany. Bulletin de la Soc. d’Obstét. de Paris, May 18th, 1905. 
IMPLANTATIONS, PorTIONS OF TUMOURS LEFT BEHIND, and ovariotomies, on the later 
fate of. 
Scurogeper. Zeits. fiir Geburts. und Gyndkol. Bd. liv., Ht. 1. 
INTERSTITIAL CELLS of the ovary in the rabbit : on the origin and life-history of. 
Lane-Craypton (JANET E.). Brit. Med. Journ., July 1st, 1905. 
Lute1n Sarcoma, a second case of. 
Santi (E.). Annali di Ostet. e Ginecol., July, 1905. 
Ovarian Cyst, a large; operation; recovery. 
Hopcoop (T. F.). Brit. Med. Journ., October 14th, 1905. 
Ovarian Cysts, torsion of pedicle of, with report of seven cases. 
Broruers (A.). Amer. Journ. Obstet., August, 1905. 
OvARIEs, resection of. 
ZacuaRias (P.). Zentral. fiir Gyndkol., 1905. No. 33. 
Ovarioromiegs, the results of my, in 22 years. 
Fritscu. Zeits. fiir Geburts. und Gyndkol. Bad. lv. 
PERMEABILITY OF THE TuBEs to fluid injected into the uterus. 
BurrenserG. Miinch. med. Wehnschr. No. 35. 
Potyporp CyYsToMA. 
Nepesky (0.). Zentral. fiir Gyndkol., 1905. No. 34. 
SALPINGITIS, acute, caused by an inflamed appendix bursting into the mouth of the 
Fallopian tube. 
Branp-Sutton (J.). Brit. Med. Journ., July 15th, 1905. 
SALPINGO-o6PHORITIS, bilateral, and right-sided tubal pregnancy. 
D’ErcHIA (FLORENZO). La Ginecologia, May 31st, 1905. 
SARCOMA OF THE Ovary, a contribution to the pathological anatomy of. 
Pinto (Canto). La Ginecologia, June 30th, 1905. 
SARCOMATOUS DEGENERATION OF AN OVARIAN Cyst. 
Apapig and Benper. Bulletin et Mém. de la Soc. Anat. de Paris, May, 1905. 
STRUMA OVARII COLLOIDES. 
EversMann. Archiv fiir Gyndkol. Bd. |xxvi., Ht. 1, 8. 101. 
TUBERCLE OF THE Ovary, note on (Histological). 
Cornit. Bulletin et Mém. de la Soc. Anat. de Paris, May, 1905. 
VacinaL Ovartiotomy, three cases of, by Diihrssen’s method. 
Reinecke. Berlin klin. Wehnschr., July 10th, 1905, 
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II. UTERUS, INCLUDING DISORDERS OF MENSTRUATION. 


ADENOMYOMA OF THE Bopy or THE Uterus, the clinical behaviour of. 
Potano. Zeits. fiir Geburts. und Gyndkol. Bd. liv., Ht. 2. 
BLOoD-EXAMINATION in uterine diseases. 
Kuz1n (G.). Zentral fiir Gyndkol., 1905. No. 31. 
CarcINoMA oF UTERUS, paravaginal or abdominal operation in. 
GeLLHoRN (GrorcE). Amer. Journ. Obstet., July, 1905. 
CarcinoMA UTeERI, on the treatment of inoperable. 
Curopak. Wien. klin. Wcehnschr., September 21st, 1905. 


Carcinoma Urtert, the involvement of urinary passages in, and its treatment. A con- 
tribution to the question “Abdominal or vaginal extirpation of the uterus?” 
Kosranck. Zeits. fiir Geburts. und Gyndkol. Bd. lv. 
Carcinomatous UTervs, on the technique of abdominal extirpation of the. 
Bum (E.). Zeits. fiir Geburts und Gyndkol. Bd. lv. 
CaNcER OF CERVIX, after supra-vaginal hysterectomy for fibroid. 
Turner (G. G.). Brit. Med. Journ., October 14th, 1905. 
CANCER OF THE CERVIX, a case of, clinically operable with peritoneal infection dis- 
covered only by laparotomy. 
Viotet and Apier. Annales de Gynécol. et d’Obstét., July, 1905. 
CANCER OF THE CERVIX, experiences of the treatment by the abdominal route. 
Wattace (ArtHuR J.). Lancet, July 15th, 1905. 


CANCER OF THE UTERUS, a discussion on the diagnosis and treatment of. 
WERTHEIM and others. Brit. Med. Journ., September 28rd. 

CANCER OF THE UTERUS: surgical treatment; results. 
Jacoss (C.). Le Progrés Médical Belge, August 15th, 1905. 

CANCER OF THE UTERUS, how we may arrive at the best operative measures for. 
PFANNENSTIEL. Berlin klin. Wehnschr., July 3, 1905. 

Cancer oF UTERUS, on the abdominal operation for. 
LatzKo. Wien. klin. Wehnschr., July 18th, 1905. 


CurImactTERIvM, the artificial, and its effect on the female organism. 

Pottax. Monats. fiir Geburts und Gyndkol. Bd. xxii., Ht. 3. 
CONGLUTINATIO ORIFICII UTERI EXTERNI. 

vON BaRDELEBEN. Archiv fiir Gyndkol. Bd. Ixxvi., Ht. 1, S. 154. 
DIsPLACEMENTS, RETRO-UTERINE, a new plan of procedure in. 

Montcomery (E. E.). Surgery, Gynecology and Obstetrics, July, 1905. 
Fisroi Disease 1n Taree Sisters, hysterectomy for, recovery. 

Doran (AxBAN). Brit. Med. Journ., October 14th, 1905. 
Fisroips AND CANCER OF THE UTERUS. 

Piquanp (G.). Annales de Gynécol. et d’Obstét., July, August and September, 

1905. 

FIBROIDS, CALCIFICATION OF. 

Piquanp (G.). Annales de Gynécol. et d’Obstét., June, 1905. 
Frsro1p, incarcerated uterine, pregnancy, hysterectomy, recovery. 

Dotéris (A.). La Gynécologie, June, 1905. 
Fisrorp Tumours or Uterus, mortality of operations upon. 

Batpy (J. M.). Amer. Journ. Obstet., September, 1905. 
Frsroip Tumours or UTervs, treatment of. 

Bovée (J. W.). Amer. Journ. Obstet., August, 1905. 
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Frsrorps, UTERINE, the scientific basis of the indications for operations on. 
Winter (G.). Zeits. fiir Geburts. und Gyndkol. Bd. lv. 
Fisromyoma, large; pregnancy; subtotal hysterectomy. 
DotkEris and Cuartier. Bulletin et Mém. de la Soc. Anat. de Paris, April, 1905. 
Fisromyoma Uter1 in right broad ligament; gangrene of tumour; total hysterectomy. 
Reymonp. Bulletin et Mém de la Soc. Anat. de Paris, May, 1905. 
FisroMyomata, UTERINE, some complications and degenerations of. 
Cameron (S. J. M.). Brit. Med. Journ., September 28rd. 
H2morruace, UTERINE, arterio-sclerosis of the uterus as a causal factor in. 
FINDLEY (PALMER). Amer. Journ. Obstet., July, 1905. 
Hamorruaces, UTERINE, on our knowledge of the origin of. 
THEILHABER. Miinch. med. Wchnschr. No. 26. 
Hysterectomy, on the superiority of abdominal over vaginal. 
Annales de Gynécol. et d’Obstét., June, 1905. 
HysTEROPEXY, advantages of physiological, from the obstetrical point of view. 
Gouin (G.). La Gynécologie, August, 1905. 
INTERMENSTRUAL Pain. 
Rosner (Atex.). La Gynécologie, June, 1905. 
LEvcORRH@A, researches on. 
Srrepey (A.) and Bicart (E.). La Gynécologie, June, 1905. 
MENSTRUATION, on the influence of, on the female organism. 
Toster. Monats. fiir Geburts. und Gyndkol. Bd. xxii. 
Myoma UTEerRI. 
Encetmann. Archiv fiir Gyndkol. Bd. |xxvi., Ht. 1, S. 133. 
MYoMATA AND THE MENOPAUSE. 
Winter. Berlin klin. Wehnschr., July 3rd, 1905.- 
Myomata, on the complication of uterine, especially torsion with internal hemorrhage. 
v. Sremsicuer. Wien. klin. Wehnschr. September 14th, 1905. 
Myx0-CHONDRO-SARCOMA OF UTERUS. 
Matapert and Moricuavu-Beaucuant. Bulletin et Mém. de la Soc. Anat. de 
Paris, May, 1905. 
PERFORATION DURING CURETTAGE, with reference to change of tone in the uterine 
muscle. 
T&ssENBROEK (C. van). Zentral. fiir Gyndkol., 1905. No. 34. 
PRoLapPse OF THE UTERUS in virgins and multipare, a contribution to the study of. 
Errzpiscuorr (A.). La Gynécologie, August, 1905. 
Protarsus Utert, further report on a new operation for, with notes of 93 cases. 
Parsons (J. I.). Brit. Med. Journ., September 23rd. 
RETROFLEXION, on. 
Veveter. Nordiskt Medicinskt Archiv, 1904. Abt. 1, Ht. 4, No. 20. 
RETROVERSION OF UTERUS. 
JoHNSTONE (A. W.). Amer. Journ. Obstet., July, 1905. 
RerroverteD Urervs, on the occurrence of spontaneous rectification of position of 
the movable. 
Kiernwaecuter. Zeits. fiir Geburts. und Gyndkol. Bd. liv., Ht. 1. 
RHABDOMYOSARCOMA OF THE Uterus, with glandular growth. 
Lawen. Beitrdge zur. path. Anat. und zur allgem. Pathol. Bd. xxxviii., Ht. 1. 
SARCOMA OF THE UTERUS. 
Prquanp (G.). Revue de Gynecol. et de Chirur. Abdom., July-August, 1905 
(continued from May-June, 1905). 
Sarcomatous TRANSFORMATION oF A UTERINE Fisrorp, with secondary growths in 
the lungs. 
Tourer and Lesret (Revue Clinique). Annales de Gynécol. et d’Obstét., August, 
1905. 
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VENTRAL FIxaTION in malpositions of the uterus. 
Hormeter (M.). Zeits. fiir Geburts. und Gyndkol. Bd. lv 
Ventrat Frxation. Which methods of performing tend to cause difficulty in labour 
and ileus? 
Sezcert (Pavt). Zeits. fiir Geburts. und Gyndkol. Bd. lv. 
VENTROFIXATION OF Uterus, as treatment for alterations in position of the internal 
genitals. 
Rever (Fritz). Inaugural Dissertation, Wirzburg, January, 1905. 


III. PELVIC PERITONEUM AND CONNECTIVE TISSUE. 


Ciu1aTep Cysts of uterine, tubal, and pelvic serosa. 
Biount (Anna E.). Amer. Journ. Obstet., August, 1905. 
Frsromata, subperitoneal pelvic. 
Wuitney. Annals of Surgery, June, 1905. 
ParovaRian Cyst with twisted pedicle. 
Berketey (Comyns). Brit. Med. Journ., October 14th, 1905. 
TUBERCULOUS PERITONITIS complicating an ovarian dermoid cyst. 
Bertino (ALEsSANDRO). La Ginecologia, June 30th, 1905. 


IV. VULVA, VAGINA, URETHRA AND BLADDER. 


Buiapper, intra-peritoneal rupture of the. 
GrimspaLe (T. R.). Annals of Gynecology and Pediatry, August, 1905. Vol. 
xviii., No. 8. 
Buapper, the female, and diseases of the genital organs. 
ZANGEMEISTER (W.). Zeits. fiir Geburts. und Gyndkol. Bd. lv. 
Desmorp Tumours of vulva. 
Mary. Archiv fiir Gynakol. Bd. Ixxvi., Ht. 1, 8. 175. 
ELEPHANTIASIS of the vulva in association with elephantiasis of the right lower limb. 
Mactgan (E. J.). Brit. Med. Journ., September 28rd. 
EPITHELIOMA OF THE VULVA. 
Dirrrick (Howarp). The Amer. Journ. of Med. Sciences, August, 1905. 
Vol. cxxx. No. 2. 
FREQUENCY OF MICTURITION IN WoMEN, on the causes of pathological, especially 
cystitis colli and pericystitis. 
Knorr (R.). Zeits. fiir Geburts. und Gynakol. Bad. lv. 
Hyprocoxpos, congenital. 
CraNweLt. Revue de Gynécol. et de Chirur. Abdom., July-August, 1905. 
Lasia Minora, a contribution concerning cysts of. 
Marx. Monats. fiir Geburts. und Gynécol. Bd. xxii., Ht. 3. 
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Levator Ant Muscte. New operation for laceration of. 
West (J. N.). Amer. Journ. Obstet., July, 1905. 
Liroma, large pedunculated, of labium majus. 
Maxtmow. Deuts. med. Wcehnschr., July 6th, 1905. 
Pus in the female urethra, the influence of the presence of, on the progress of 
gynecological and obstetrical cases. 
CampBELL (J.). Brit. Med. Journ., September 28rd. 
RECTO-VAGINAL FISTULA, large, caused by a pessary; operation by special method; 
healing. 
Doréris (M.). La Gynécologie, June, 1905. 
Streptococci, VAGINAL, on the nature and clinical significance of. 
Reser. Zeits. fiir Geburts. und Gyndkol. Bad. liv., Ht. 2. 
TERATOMA (intestinal inclusion) of labium majus. 
Ductavx and Herrenscumipt. Bulletin et Mém. de la Soc. Anat. de Paris, 
May, 1905. 
ULCER OF THE VAGINA AND CERVIX, three rare forms of. 
VautTRIN. Annales de Gynécol. et d’Obstet., September, 1905. 
Vacina, contribution to the efficiency of plastic operations of. 
Hirst (B. C.). Amer. Journ. Obstet., July, 1905. 
Vacinat Cyst. 
Cutten (Tuomas 8.). Bulletin of the Johns Hopkins Hospital, June, 1905. Vol. 
xvi., No. 171. 
Vacinat Cysts. 
VaccaRriI. Annali di Ostet. e Ginecol., August, 1905. 
VAGINAL ORIFICE AND VAGINISMUS. j 
Bupin (P.). Berl. klin. Wehnschr., July 3rd, 1905. 
VESICO-VAGINAL FistuL2, a contribution to the treatment of. 
D’ErcuiA (FLorenzo). La Ginecologia, July 31st, 1905. 


V. ECTOPIC PREGNANCY. 


DecipuAL CHANGES IN THE OMENTUM in a case of tubo-abdominal pregnancy, on. 
Penckert. Zeits. fiir Geburts. und Gyndkol. Bd. liv., Ht. 1. 
Ecropic PREGNANCY, contribution to. 
v. Frangué and Garkiscu. Zeits. fiir Heilkwnde, September, 1905. Bd. xxvi., 
Ht. ix. 
EXTRA-UTERINE PREGNANCY, a case of full-time, with malformations of foetus. 
Wiener. Miinch. med. Wehnschr. No. 27. 
EXTRA-UTERINE PrecNancy, the pathology of. 
Hormeier. Berl. klin. Wehnschr., July 3rd, 1905. 
EXTRA-UTERINE PREGNANCY, treatment of. 
Warnen. Amer. Practitioner and News, July Ist, 1905. 
INTERSTITIAL PREGNANCY, ruptured; abdominal hysterectomy; death. 
Nasw. Lancet, August 26th, 1905. 
LitTHOPDION, a contribution concerning. 
Lumre. Monats. fiir Geburts. und Gyndkol. Bd. xxii., Ht. 1. 
Tusa, PREGNANCY at 5th month, rupture of; tuberculous meningitis; death. 
Kuss. Bulletin et Mém. de la Soc. Anat. de Paris, May, 1905. 
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PREGNANCY, the possibilities of. 
Newton (R. E.). Brit. Med. Journ., August 26th, 1905. 

TuBaL Twin PREGNANCY, with two ova of different sizes. 

Saniter (R.). Zeits. fiir Geburts. und Gyndkol. Bad. lv. 


VI. THERAPEUTICS, TECHNIQUE, ETC. 


Asepsis in LAPAROTOMY. 
Miter. Wien. med. Wchnschr., September 2nd and 9th, 1905. 
DIsINFECTION OF SKIN, experimental contribution towards the question of the. 
Vocrt. Deuts. med. Wcehnschr., July 27th, 1905. 
DRAINAGE OF THE ABDOMINAL CAVITY AFTER Laparotomy, the indications and contra- 
indications for. 
Kistner (Otto). Zeits. fiir Geburts. und Gynikol. Bd. lv. 
Drvcs, on the action of certain, on the uterus. 
Curpicuimo (F.). La Ginecologia, July 15th, 1905. 
Incistons, short, in certain common operations. 
Van Hook (WELLER). Surgery, Gynecology and Obstetrics, July, 1905. 
INSUFFLATION OF OxYGEN Gas into the abdomen in sepsis after laparotomy. 
Costa (R.). Annali di Ostet. e Ginecol., July, 1905. 
Ioprne 1n SurcERy, with special reference to its use as an antiseptic. 
Senn (NicHoras). Surgery, Gynecology and Obstetrics, July, 1905. 
LavaGE, PROLONGED, a preventive of ether vomiting after operation. 
Brown (Georce 8.). Surgery, Gynecology and Obstetrics, August, 1905. 
NITRITE or AMyL In GyN2COLOGY. 
Moss. Lancet, October 14th, 1905. 
Rays, chemical in gynzcological treatment, and the use of photo-therapeutic agents in 
cancer and tubercle of the uterus. 
Curatuto. Monats. fiir Geburts. und Gyndkol. Bd. xxii., Ht. 1. 
Serum INJEcTIONS, preventive in operative gynecology. 
Friépericg. Bulletin de la Soc. Belge de Gynécol. et d’Obstét. Tome xvi., No. 1. 
Spoon-ELEVATOR for raising the pelvic floor. 
Tuomas (J. L.). Brit. Med. Journ., July 15th, 1905. 
STERILISATION of the female, on the methods of. 
Neumann. Monats. fiir Geburts. und Gyndkol. Bd. xxii., Ht. 3. 
Sromacu, the results of the examination of, in diseases of women. 
Winger. Berl. klin. Wehnschr., August 14th, 1905. 
STOVAINE. 
Quintin. Le Progrés Médical Belge, July 1st, 1905. 
THIOSINAMIN, on the treatment of gynecological diseases by. 
OFFERGELD. Miinch. med. Wchnschr. No. 37. 


VII. VARIOUS. 


Apenomyoma of female generative system, a contribution concerning. 
SeMMELINK and ve Jone. Monats. fiir Geburts. und Gyndkol. Bd. xxii., Ht. 2. 

APPENDICITIs in relation to pelvic disease and pregnancy. 

LaptHorn-SmitH (A.). Amer. Journ. Obstet., August, 1905. 
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APPENDIX, relation of, to pelvic disease. 
Peterson (R.). Amer. Journ. Obstet., August, 1905. 
AtropHy of the genital organs, study of. 
WEINBERG and ARNAL. Bulletin et Mém. de la Soc. Anat. de Paris, May, 1905. 
“ BORDER-LINES” (i.e., between innocent and malignant growths), on. 
Ruce (Cart). Zeits. fiir Geburts. und Gyndkol. Bd. lv. 
CHORION-EPITHELIOMA. 
Locxuart. Montreal Medical Journal, September, 1905. 
CHORIO-EPITHELIOMA “BENIGNUM,” is there histological evidence of? 
Hoermann. Zeits. fiir Geburts. und Gyndkol. Bd. liv. Ht. 2. 
DermorID retroperitoneal cyst with unusual contents. 
AFierRI. Annali di ostet. e ginecol., August, 1905. 
DyNAMICs OF THE FEMALE Petvis, the, with special reference to the malpositions of 
the uterus and their treatment. 
Cuitp. New York State Journal of Medicine, July, 1905. 
ExoPHTHALMICc GoITRE, mortality of gynecological operations in cases of. 
Hirst (B. C.). Amer. Journ. Obstet., September, 1905. 
GALL-BLADDER, distension of, simulating ovarian cyst. 
Kynocu. Lancet, October 14th, 1905. 
Gyn&coLocicaL LAPAROTOMIES, an analysis of 300 consecutive. 
Lewers. Lancet, July 8th, July 29th, and August 5th, 1905. 
HERMAPHRODITE, removal of a tumour from a. 
Corsy (H.). Brit. Med. Journ., September 28rd. 
INTESTINAL AUTO-INTOXICATION after laparotomy, on. 
Ketter (C.). Zeits. fiir Geburts. und Gyndkol. Bd. lv. 
INTESTINAL OBSTRUCTION after pelvic operations, particularly after supra-vaginal 
hysterectomy. 
Corner (E. M.). The Practitioner, August, 1905. 


INFECTION, GENERALISED, post-operative ; application of oxygen; recovery. 

Javaux. Bulletin de la Soc. Belge de Gynékol. et d’Obstét. Tome xvi., No. 1. 
MALTHUSIANISM, the gynecological consequences of. 

Bossi (L. M.). La Gynécologie, June, 1905. 
Moror Nerves, PAaRIetTaL, conservatism of in abdominal section. 

(Vitroy Popain). Surgery, Gynecology and Obstetrics, August, 1905. 
NERVE endings in the female external genital organs, and their morphological and 

functional significance. 
Srament. Archives Italiennes de Biologie. Tome xliii., Fasc 1. 


Patn in gynecological practice, value of. 
Lockyer. Practitioner, September, 1905. 
PancrREATIC Cysts, on the extirpation of. 
Srrzenrrey. Zeits. fiir Geburts. und Gyndkol. Bd. liv., Ht. 1. 
PaRoTITIS OF ABDOMINAL ORIGIN. 
Correriny (J. M.). The Scottish Med. and Surg. Journal, June, 1905. Vol. xvi. 
No. 6. 
PELViIc INFECTIONS IN WOMEN. 
Watkins (THomas J.). Surgery, Gynecology and Obstetrics, August, 1905. 
PeritoneaL ADHESIONS, the clinical significance of. 
Ricuarz (Apotr). Inaugural Dissertation, Bonn, February, 1905. 
PERITONITIS, principles of treatment of. 
Noetzex. Beitrage zur klin. Chirur. Bd. xlvi., Ht. 2. 
PeriTonitis, Septic, drainage in diffuse. 
Knorr (v. Buren). Annals of Surgery, July, 1905. 
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RETROPERITONEAL Cysts of the abdomen. 
RossMANN (Ewer). Inaugural Dissertation, Kénigsberg, July, 1905. 
SexvaL FrRicIpity in women. 


Kouiscuer (G.). Amer. Journ. Obstet., September, 1905. 
STERILITY. 
Srmpson (A. R.). Practitioner, July, 1905. 
TEMPERATURE, POST-OPERATIVE, in anzmic patients. 
Henrotay. Bulletin de la Soc. Belge de Gynécol. et d’Obstét. Tome xvi., No. 1. 
THROMBOSIS OF THE SUPERIOR MESENTERIC VEIN, on the pathology of. 
Amos (J.). Zeits. fiir Geburts. und Gyndkol. Bd. lv. 
TUBERCULOSIS OF FEMALE GENITAL TRACT, experiments in the spread of, in the body. 
BaumcarTEeNn. Arbeiten auf dem Gebiete der Path. Anat. und Bakter. aus dem 
Path. Anat. Instit. zu Tiibingen (Baumgarten), October, 1905. Bd. v., Ht. 2. 
TUBERCULOSIS in female sexual organs, experiments on the origin and spread of. 
Basso. Arbeiten auf dem Gebiete der Path. Anat. und Bakter. aus dem Path. 


Anat. Instit. zu Tiibingen (Baumgarten), October, 1905. Bd. v., Ht. 2. 
Urerer, abdominal implantation of the. 


Rissmann. Monats. fiir Geburts. und Gyndkol. Bd. xxii., Ht. 3. 
UretTeR, implantation of, should it be intra- or extra-peritoneal ? 

LicHTENAUER. Monats. fiir Geburts. und Gyndkol. Bd. xxii., Ht. 3. 
VomITING, post-operative. 


Boise (Evcent). Surgery, Gynecology and Obstetrics, July, 1905. 


